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A revisit stemming from a death investigation was
coupled with a recertification survey. The
combined processes were conducted from
February 28, 2006 to March 5, 2007. The results
of the revisit are listed in a separate report.

The facility's census at the time of the survey was
seven, (one male and six females) with varying
degrees of mental retardation. Four clients were
selected for the sample. The survey was initiated
utilizing the fundametal survey preocess;
| however due to concerns regarding the safety
and health care of Client #2 the survey was
extended in the conditions of Health Care
‘ Services and Client Protections. The facility's
. QMRP and management staff were notified that
the survey was extended on March 3, 2007 at
11:30 a.m. to examine these conditons. In
addition, an investigation into the health care of
Client #2 was conducted in conjunction with the
survey. The findings were based on observations
at the group home and two day programs as well
as the review of the medial and administrative
records including the unusual incidents. It was
determined, as a result of the survey process,
that the facility was not in compliance with the
conditions of participation in Health Care Services
and Client Protections.

Subsequent to completion of the survey process,
the State Survey Agency received three (3)
incidents of abuse and neglect on March 8, and
March 12, 2007. On March 13th through 14th ,
2007 the State Survey Agency conducted '
investigations relating to these incidents. Listed
below are details regarding these incidents.

Incident #1

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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A*ciency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determine‘d thai
|

ol feguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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' On March 7, 2007, Staff #1 left the facility for an
unspecified period of time, leaving her assigned
1:1 client without appropnate supervision.
incident #2
On March 7, 2007. Staff #2 left the facility for an
unspecified period of time, leaving his assigned
1:1 client without appropriate supervision.
Incident #3
On March 12, 2007, the group homes internal _
investigation findings revealed that Client #4 had
been verbally abused by the house manager,
which was witnessed by Staff #1 and #2.
' Based on interviews with the facility staff and one
. client, (Client #4), the aforementioned incidents of
: alleged neglect and verbal abuse were
substantiated. Based on these findings, the
facility's administrator was notified on March 14,
2007 at 3:45 PM, that it was not operating in
compliance with two additional Conditions in
PartIClpgt_lon Go.vemmg Body and Management The Governing Body has taken steps to correct
and Facility Staffing. - the deficient practices. The medical guardian
W 102 | 483.410 GOVERNING BODY AND WH102| who chose to use a different clinical team and
MANAGEMENT PCP has agreed that the client must be
discharged to a different provider. DDS was
The facility must ensure that specific governing able to find a willing MCB Waiver provider. The
body and management requirements are met. discharge will be complete by April 15, 2007.
The Goveming Body has taken personne]
actions against the manager and staff who
disregarded company policy and the terms of the
clients’ ISPs. In addition, the Governing Body
has hired a full time RN and a new Residential
This CONDITION is not met as evidenced by: Director, and has completed recruit actions to
The facility's governing body failed to maintain bring on and train additional direct care staff.
general operating direction over the facmty [See The Governing Body has also revised health
W104] and failed to ensure outside services met care policies and has received technical
client's needs. [See W120] assistance on them from the DCHRP. The
Director of Disability Services has provided
ﬂwmmmmgmggmmﬁaddmmal 42267
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The gox’ferning body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD s not met as evidenced by:
Based on observation, interviews with staff and
the review of records, the facility's governing body
failed to consistently provide operational direction
over the facility as evidenced by the deficiencies
cited in this report and the following:

1. Cross Refer to W149. The governing body
failed to establish and implement policy and
procedures to ensure that each clients well being
is protected.

2.Cross-refer to W140. The governing body
failed to establish and maintain a system that
ensures a complete and accurate accounting of
clients' funds that are entrusted to the facility.

3. Cross Refer to W159. The governing body
failed to ensure that the Qualified Mental
Retardation Professional (QMRP) coordinated
services to meet the clients' needs.

4. Cross Refer to W120. The governing body
failed to ensure that outside services were
coordinated to meet the needs for as outlined in

The Governing Body has policy protecting staff
who witness and report client neglect and abuse.
All facility staff have been trained on this
policy, and retrained on incident identification
and reporting.

The Governing Body’s system 1o ensure
complete and accurate accounting of client
funds requires a).written requests and
Jjustifications for funds made by the RD or
QMRP on behalf of clients; b) receipts to be
provided for each expenditure other than clients’
weekly cash allowance; c¢) receipts and other
proofs of purchase be matched and reviewed by
the accounting department by a date certain post
the funds release; d) an accurate inventory of
client possessions be maintained and updated
when purchases are made.

The DoDS provides training and close weekly
supervision of the QMRP and the RD to ensure
that services are coordinated to meet client
needs.

The Governing Body has revised Admissions,
Discharge, Grievance, and Human Rights
policies so clients/families/guardians who prefer
services other than those provided by the facility

" can be properly and timely referred and

discharged.
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The systemic effect of these practices results in , . .

the failure of the governing body to adequately The Goveming Body reviewed and updated its

d the facilit dt th previous policies and training practices

mgnage an govem e ity and 1o ensure_ e concerning clicnt protection and safety, and

Client protection and Safety [Refer to W122]; to provided specialized training to all staff.

ensure adequate staffing [Refer to W158); and to Further, the Governing Body ensured that

ensure clients’ receive health care services [Refer clients, their family members, advocates, .

to W318]. _ guardians, and attorneys received copies of the d‘ 01
W 104 | 483.410(a)(1) GOVERNING BODY W 104 | revised policies. : L3~
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Client #5's Individual Support Plan,
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120
OUTSIDE SOURCES
The facility must assure that outside services
meet the neads of each client. .
This STANDARD is not met as evidencad by
Based on interviews with group home and record
review, the facility failed to ensure that outside:
services met the medical needs for Client #2 and
Client #5,
The finding includes:
1. The Qualified Mental Retardation Profassional et T o o wontaciod he FCE fox
. (QMRP), the facility " s. D‘re(.:tor of Nursing and telephone to explain t’he need fo; a contract in
o S e lenewed on Februay i e pltons overin
. . : ICFs/MR. Client #5°s medical guardian (sister)
the Primary Care Physician (PCP) for Client #5 reported that on April 6, 2007 the PCP signed
was contracted by the client's sister, who was her the contract, however neither that document nor
legal medical guardian. The facility reported they the other required documents have been
were having proplems communicating with the provided to the facility, though requested.
new PCP regarding the clients medical care These documents include proof of insurance and
needs. Review of the facility's palicy refated to a health certificate. The QMRP and the Director
professional contract services revealed that there of Disability Services have coordinated a
must be a written agreement that specifies the discharge meeting with the client’s medical
responsibilities af the facility and an outside guardian, staff from DDS, and staff from'
provider, it was stated by the facility ' s QMRP another provider who has agreed to provide
that at the onsite of the new PCP ' 5 services in residential services to the client in a c.llfferfapt
September 2006, the former agency * s Program residence funded under the HCB Waiver. The
Director had outlined for the new physician, the client will be discharged from the facility and
role and expectations necessary to meet the will have moved to the new facility by April 15, ‘-*\IS’(O‘]
requirements of an individual that resides in an 2007.
Intermediate Care Facility for the Mentaily
Retarded (ICF/MR) group home. However, since -
that time. the group home has experienced a lack
[ of communication via written and/or phone call,
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from the PCP. To date, the agency has been
unsuceessful in obtaining a signed contract,
proof of professional liability insurance, and
annual certification that he/she is free from
communicable disease, to ensure that the health,
care and well being of client #5 is maintained.
2. The facility failed to ensure its dental services
met Client #2's needs as evidenced by the
following: | The DoDS$ and the QMRP will meet with the
‘ . . DDS Dental Officer to request assistance with
Review of the dental section aof Client#2 ' s dentistry. The DDS Dental Officer provides the
medical record on March 2, 2007 at 10:45 a.m. prior authorizations for dentistry for clients in
revealed a consultation dated July 20, 2006 that the facility, so the facility will request the DDS
indicated services were not rendered secondary dentist to ensure that community dcntlst§
to the expiration of the pre-authorization. On provide the next appointment date for clients
November 21, 2006, the client returned to the served, and that the prior authonzatlor? be
. dentist and the consultant indicated that the client written to cover the agre':ad-upon appointment
. was not seen. No reason was indicated, date and the needed service for that date. 'lpcv
however, there was a recommendation to " DoDS anc_l QMRYP wﬂ! gnsure that the facility’s
please sedate, "  On January 18, 2007, the client Human Rights Committee It
was again seen by the dentist and the Zzzzﬁmggfi;;dﬁ%“th"; Celiomtes fega]e
C?I‘lsultatlo'!:l repart and revealed that t,ha:t. tl‘:le guardians sign in’formcd consents for treatments
Cl"'lfnt had mOde'.-ate .(::a !(I:'ulu's deposlits that are either invasive or require sedation in
patient nes_“ds _soallng, Will submit order for the client to successfully complete the
pre-authorization. appointment. If the community dentist does not
. . perform the prior-authorized service at the
Interview with the QMRP and the House manager agreed upon appointment time, for clients who
on March 2, 2007, revealed that they rely on the have been properly assessed for the need for
dentist office to call and let them know when the sedation, the facility will report the occurrence
office received the authorization for the to DDS and to DC Medicaid, and seek referrals
appointments. The QMRP acknowledged the to other community dentists who can meet the i
need for a better system to ensure dental clients’ dental health needs. | \IS \ 61
appointments were completed timaly. ‘
W 122 | 483.420 CLIENT PROTECTIONS w122
The facility must ensure that specific client
protections requirements are met,
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This CONDITION is not met as evidenced by: . :
Based on interview and record reviedw,n’c‘.lj'uedfggility The facility has systems des-lgnc-d to meet al.l of
failed to e the standards encompassed in this condition; the
nsure that systems had been developed facility wi in thi
: : " : acility will ensure that all standards in this
and implemented ta: protect client privacy [Refer. e i _
to W130]; provide clients with opportunities t condition are met by assigning the P_oDS to
pa rticlpat;a in social, religioy apgo n Iesi 0 provide close oversight and supervision fc_)r the
roup activities [Ref glous, n community QMRP and the RD. The DoDS has recruited
group activities [Refer to W136]; establish and additional staff support to be trained in
taintain a system that assures a full and transportation policy and procedure, active
cor_n_plete accounting of funds entrusted to the treatment, client protections and safety, clicnt
facm_ty [Refer to W140]; the facility failed to rights, among other training requirements,
provide evidence of the prompt notification of specifically to ensure that clients are able to
parents or guardians of significant incidents participate in social opportunities available to
[Refer to W148];establish and implement policies the community at large. A staffing pattern
that ensure each client's health and safety [Refer reflective of the supports clients need in order to
to W149]; ensure that all incidents of potential atiend and participate in social opportunities has
‘. negelect are thoroughly investigatad [See W154]; been established. The Governing Body has
and ensure that restrictive programs were used developed and distributed revised policies on
only with written congents [Refer to W263], }ncident maﬁagcr{leng “\lzvhistlcf-lblowing,” and
Human Rights. The facility staff have been
" | The effects of these systemic practices resulied trained on these policies, and constant mentoring
in the failure of the facility to protect its clients and close supervision will be provided by the
from potential harm and to ensure their general QMRP and the new Residential Director. When
safety and well being. fﬁgnlﬁcartg 1nc1d;111ts'are “meszed (c)ir dlsci)tvcelred
they are thoroughly investigated and reporte
W24 ;?gﬁ.%%(a) (2) PROTECTION OF CLIENTS W 124 promptly (o parents, guardians, and oversight
agencies per the facility’s policy as evidenced
- by the recent discovery, reporting, investigation,
The facility must ensure the rights of ail clients, ar);d corrective mcasugs taﬁcn fogr sen'ousg
Therefore the f:c‘.iclllt,y must inform each client, incidents (see Initial Comments and Response,
parent (if the client is a minor), or legal guardian, W000) and the staff changes and training that
of the client's medical condition, developmental have been documented. The facility is
and behavioral status, attendant risks of collaborating with the DCHRP on ensuring that
ireatment, and of the right to refuse freaiment. health care policies are complete and
appropriate; the DON and QMRP are
implementing procedures to ensure health care
needs are met, The QMRP has applied to DDS
This STANDARD is not met as evidenced by: for guardians for the clients in the facility who
Based on observation, staff interview, and recard are ugable to make decisions regarding their
own health care: a notification system and
I

FacliPGa P rmed COnsent pro

developed so that clients are ma@eﬂ FWAPpn sheet Pags 6 of 3

risks and benefits of proposed restrictive
treatments; the Governing Body has revised
Hurman Rights policies and the QMRP has
ensured all staff are properly trained on client .
privacy. See response to W104. ’“\ :Ll\ ol
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review, the facility failed to establish a system that
would ensure that clients identified as unable to
protect their own rights were assessed and -
provided established and legally sanctioned
avenues to protect their rights for two of four

| clients in the sample. (Client #1 and #3). .

The: finding includes:

1. On February 28, 2007, from 6:30 AM to 8:30
AM, Client #3 was observed o have a1:1
staffing ratio. Interview with the 1-1 staff at 8:35
AM revealed that the 1:1 ratio was warranted

during waking hours dug to the clients behaviors
of physical aggression, self- injurious behaviors,

property destruction and disrobing. Interview with
‘ . the House Manager, revealed that the client's

sister was involved in her life but that the client
did not have a legal guardian. Interview with the
nursing staff on February 28, 2007 at 6:00 AM
revealed Client #3 was prescribed medications for
behavioral support. Review of Client # 3's
physician's orders dated January 31, 20086,
revealed the client was prescribed Trazadone 50
mg at bedtime, Paxil CR 2.5 mg at bedtime,
Zyprexa 5 mg in the morning and Zyprexa 10 mg
in the evening for behavioral support. Review of
Client #3's, psychological assessment dated June
26, 2006, revealed that the client did not evidence
the capacity to make independent decisions on
her behalf regarding habilitation planning,
placement, finances, treatment and medical
matters. There was no evidence that client was
informed of attendant risks of the medication
treatment, and the right to refuse the medication
treatment,

2. On February 28, 2007 from 6:30 AM to 8:30
AM, client#1 was observed to have one to one
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The QMREP has submitted a guardianship
request for this client to DDS. The clicnt. and her
decision maker will be provided with written
informed consent documents to be signed per 1.1 (‘L'Z«( 07
the facility procedure. )

See response above.
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staffing supports. Interview with. the House
Manager on February 28, 2007 at 10:00 AM,
revealed that Client #1's mother was involved in
her life but that the client did not have a legal
guardian. Interview with the nursing staff on
February 28, 2007 at 6:00 AM revealed Client #1
wae prescribed medications for behavioral
suppart. Review of Client #1's physician's orders
dated January 31, 2007 revealed the client was
prescribed Seroquel 100mg in the moming,
Seroquel 300mg in the evening and Buspar 15mg
twice a day for behavioral support. Review of-
Client #1's psychological assessment dated July
9, 2008, revealed that the client did not evidence
the capacity to make independent decisions on
her behalf regarding habilitation planning,
placement, finances, treatment and medical
. matters. There was no evidence that client was
informed of attendant risks of the medication
treatment, and the right to refuse the medication
treatment.
RIGHTS Rights, Admissions, Discharge, and Grievance
) policies. Further, the facility has redeveloped its
The fa(ﬂmy must ensure the l‘lghf.s of all clients. Human Rights Committee to ensure that clients’
Therefore, the facility must allow and encourage rights are protected, and that families and
individual clients to exercise their rights as clients decision makers have a forum and supports for
of the facility, and as citizens of the United States, further education, investigation of grievances,
including the right to file complaints, and the right and giving or withholding consent for treatment.
to due process, Staff and clients will be trained together on
’ these policies, and family members and decision
makers will be invited to attend.
This STANDARD is not met as evidenced by: '
Based on interviews and record review, the facility ,_‘\Q o]
failed to ensure that individualg who lacked the
capacity to make informed decisions had
received assistance with identifying a surrogate .
decision-maker for habilitation and treatment
needs, and the client's right to file complaints
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which was not honored /trained to do s0, for four
of the four client's in the sample (Clients #1,#2,
#3 and #4) and focused client, ( Client #5)

The findings include:

1. Cross Refer to W124. On March 3, 2007 ,a The QMRP has submitted a request to DDS for
review of Client #1's Habilitation records was assignment of a guardian. The client and her
conducted. Client#1 was receiving psychotropic family/decision maker will be invited to attend the
medications and had a Behavior Support Plan training on the facility’s Human Rights,

(BSP) for the management of stereotyped , Admissions, Discharge, and Grievance policies,
behaviors. Interviews and record review, and will be provided with copies. The client and
however, failed to shoiv evidence that the her family member/decision maker will be

provided with the written description of proposed

attendant benefits and risks associated with using 1 A )
treatment with its risks and benefits so that signed

the treatments or their right to refuse had been

. explained to Client #1, Further interview with the informed consent or withholding. of consent can be “ ﬂ'@ 7
House Manager and Qualified Mental Retardation exccuted and made part of the client’s record. A
. Professional (QMRP) revealed thet Client #1 did :

not have a legal guardian or a surrogate decision
maker to assist her in decision making. Further
record review failed to show documentad
evidence that the facility attempted to secure an
appropriate surrogate decision-maker or
guardian, to ensure that Client #1's rights were
protected,

2. Cross Refer to W124. On March 1,2007 ,a
review of Client #3's records was conducied,
Client #3 was receiving psychotropic medications See response above.
and had a BSP for the management of : :

stereotyped behaviors. Interviews and record
review, however, failed to show evidence that the )
attendant benefits and risks assosiated with using
the treatments or their right to refuse had been
explained to Client #3. Further interview with the
House Manager and the QMRP revealed that
Client #3 did not have a legal guardian or a
surrogate daecision maker to assist her in decision
| maling. Further record review failed to show
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documented evidence that the facility attempted
to secure an appropriate surrogate
decision-maker or guardian, to ensure that Client
#3's rights were protected, -
The DoDS received notification from HRA
3, On March 7, 2007 and on March 12, 2007, . | Surveyors that client #4 had been verbally abused-
thres incident reports alledging neglect and verbal by the Residential Director. The RD was already
abuse were received at the Depariment of Health. on administrative leave while another incident was
On March 13-14, 2007 interviews conducted with being investigated. As soon as the DoDS was made
the facility staff and with one client(#4), revealed aware of the threat, she telephoned the police and
that the facility had failed to. ensure her Pratection N encouqug:d ﬂfhem-#z‘i Jg ?‘?ﬁﬁn w;;;g)l?:o ﬁle her
from any form of reprisal or intimidation as a - compaint, then rece
result of a complainpt) or grievance reported. complaint. Further, the DoDS called thq 0IG to
report the incident and ask for an investigation to
Interview with Client #4 on Mareh 13, 2007 be opencd. The DoDS had an interview with an
revealed she was fearful and had been spoken officer of the OIG, and set ‘ﬁp g’tggmws with ﬂ: g
too harshly and threaten harm by & facility staff ( client and staff reporters. The DoDS recommende
i ¥ P the immediate termination of the RD, and the
. Hol_Jse Manager) ) 'lnterv(e\fv with dir ECt.care staff Director of Operations effectuated the personnel
verified the elients complaint that her rights were action. The DoDS was able to make contact with
being violated, however voiced that she was not client #4°s mother a day later when she called fhe
alwe'(ys understood because of her speech client. The DoDS informed the mother of the
barriers. A review of her Habilation Record on incident and had a personal meeting with her to
March 14, 2007 revealed that Client #4 did nat follow up. Client #4 since has been home to visit
have a legal guardian or a surrogate decision her mother for Easter, and her mother has been to
maker to assist her in decision making and/or to the facility to accompany her to 2 medical
file a complaint. According to the QMRP and the appointment with the DoDS. The DoDS also had a
agency administrator, client #4s contact with fier | follow up discussion with the mother on April 10,
mother is limited to telephone contact only. Client 2007. The QMRP has submitted a request to DDS
#4 told the surveyors that her mother said that to assign a legal guardian for client #4. o
she had heard ( source unknown) that she (Client e ' 1.0 9-07
#4) was mad at the house manager. Futher o
record review failed to show documented '
evidence tha the facility attermnpted to secure an
apprapriate surrogate decision-maker or .
guardian, to ensure that client Client #4's rights
were protected.
W 130 483.420(@)(7) PROTECTION OF CLIENTS W 130
RIGHTS
|
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The facility must ensure the rights of all clients.
Therefore, the facility must ensure privacy during
treatment and care of personal needs.

 This STANDARD. is not met as evidenced by:

Based on abservation, interview, and record
review the facility failed to ensure privacy during
treatment and care of personal needs for one of
the four clients included in the sample. (Client #3)

The findings include:

1. Observations on February 28, 2007 at 7:20 AM
Client #3 was observed sitting on the sofa in the
living room area. She was observed to jump up
quickly, start laughing and dropped her pants to
the floor. Staff were obsetved to pull her pants up
and resit her on the sofa. Af 7:35 AM, Client 3
was again observed to jump up from the sofa,
and push her pants to the floor, Af this time it
was observed that she had no underwear on,
however staff still pulled her pants up and sat her
back on the sofa. At 7:45 AM Client #3 was
standing in front of the sofa with no pants on,
Staff seated her on the sofa and preceded to
dress her while sitting on the sofa. As staff tried
to assist her, the client atiempted to bite the
female staff on her breast. It should be noted that
three other clients and 2 additional staff were
observed in the den area during the observation.

During evening observation At 3:00 PM, Client #3
was observed sitting on the sofa again. Her
assigned one to one staff ( male) was standing by
the sofa with three peers and two staff close by,
Client #3 was observed repeatedly, jump up
quickly from the sofa and remove her shirt and
her pants, Staff immediately redressed Client #3

The psychologist has been consulted about the

, client’s challenging behaviors; her BSP has b?:en
revised and staff have been trained on the revised
protocols. The Human Rights Committee will
reconsider her behavioral support needs to ensure
her rights and dignity are protected, as well as her
preferences to the greatest extent safely possible.
Client #3 will be assessed by the QMRP, RN, and
DoDS to determine what environmental factqrs
may be triggering her sudden outbursts, physical
aggression and SIB.

21
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however, failed to ensure her right to privacy by
redressing her in the living room. Interview with
the one to one staff revealed that “disrabing" was

Identified as one aof her target behaviors, which is
addressed in a behavior support plan, Itshould |-
. 2lso be noted that Client #3 was observed without
1' . (underwearandabraon. . - - - - '

On March 1, 2007 at 7:15 AM, a review was
conducted of the facility's Human Rights
Committee minutes. On September 28, 2008,
Client #3's June 22, 2006 behavior support plan
had been reviewed and approved to include
procedures on how to manage disrobing, The
following steps were to be implemented: Staff
should address disrobing by keeping client

engaged in a task as soon as possible, When
. <client> begins to disrobe, staff should verbally

direct her to stop. If disrobing continues, <client>
should be escorted to her bedroom or to the
bathroom by female staff and verbally prompted
to put her cloths back an.

2. On March 13, 2007 at 3:00 PM, surveyors
entered into the facility. Four consumers and one
male staff were observed in the den area. Client
#3 was observed sitting on the sofa, totally naked.
No clothing was observed close by where she
was sitting. The male staff (substitute), who was
providing 1:1 supervision for client #1, jumped up
from working with his assigned client at the table
and greeted the surveyors. According to the staff,
the facility was experiencing a shortage of staff
and he was helping to provide coverage, Further
interview revealed that today (March 13) was his
first day in the facility. The staff person and the
surveyors had to locate the facility nurse in the
office to inform her that Client #3 was sitting in the
den with no clothing. The nurse alerted the other
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staff in the back to assist with the client, The staff
escorted her from the area and-shortly returned
with her clothing on. Interview with both staff
could not determine how long Client #3 had been
{ | sitting naked in the den.

'| There was no evidence that the QMRP had
ensure adequate staffing supports and training to
| ensure that Client #3's rights had been protected. _

W 136 | 483.420(a)(11) PROTECTION OF CLIENTS. W 136 The DoDS will consult with the DON 1o select a
- RIGHTS o L . |beaitty salon for client #4s hair care, The DON

suggests that specialists who work in medical

1he facility must ensure the rights of all clients. facilities would have the skills necessary to
Therefore, the facility must ensure that clients properly and atiractively groom the client’s hair, If
have the opportunity to participate in social,  this proves unsatisfactory to the client, the QMRP
religious, and community group activities. will ask the client if she would like to have her
J nails done in the salon, but have her hair done by

: the professionals in medical settings to better care
This STANDARD is not met as evidenced by: for it.
Based on observation, staff interview, and record "{-13—5)

review the facility failed to provide varied
community opportunities for one of four clients in
the sample (Client #4).

The finding includes:

' On February 28, 2007,Client #4's hair was
Observed to be ungroomed. Interview with the
day program staff later that morning, indicated
that her hair always looked ungroomed. Interview
with Client #4 revealed on the same day around
11:00 AM revealed that she wanted to goto an
outside beauty palor to have her hair done.,
Interview with staff and record review failed to
provide evidence that the client was regularly
going to the hair salon. Staff stated that the
client's hair is maintained by the direct care staff.
W 140 | 483.420(b)(1)(i) CLIENT FINANCES W 140
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The facility must establish and maintain z system
that assures a full and complete accounting of
clients' personal funds entrusted to the facility on
behalf of clients.

This STANDARD ! is ot met as evidenced by:
Based on staff interview and review of records,
the facility failed to establish and maintaina
system that ensures a complete and accurate -
accounting of clients’ funds that are entrusted to
the facility for four of the four cllents included in
the sample. (Clients #1, #2, #3 and #4)

The findings include:

Review of Client #1, #2, #3 and #4's financial
records on March 5, 2007 at 10:00 AM revealed
several withdrawals from their accounts between
Septemnber 21 and 28, 2006. A review of each
clients' record revealed that a withdrawal for
$292.50 and $100 dollars, totaling $392. 50,

Interview with the House Manager (HM) on March
5, 2007 at 2:30 PM revealed that the Qualified
Mental Retardation Professional (QMRP) had
been working with a vacation planner, and the
sum above had been withdrawn for payment of
vacation rental and the rest for spending money,
however the trip never occurred, Interview with
the QMRP later that afternoon confirmed that the
vacation had been cancelled and the monies
should have been re-deposited into each clients
account. At the time of the survey, the facility was
unable to account far the $392.50 withdrawn for
each client

483.420(c)(5) COMMUNICATION WITH
CLIENTS, PARENTS &

W 140

See response to W104 #2, All client funds were
accounted for with receipts. The receipts were
maintained at the office, and the QMRP

the facility as well.

W 147

maintained copies as well. Copies will be filed at

42207
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| This STANDARD s not met as evidenced by:

The facility must promote frequent and informa|
leaves from the facility for visits, trips, or
vacations.

Based on staff interview and record réview the
facility failed to ensure that each client was
offered a choice in vacation outing.

The finding includes:

Cross refer toa W140. Review of Client #1, #2, #a
and #4's financial records on March 5, 2007 at
10:00 AM revealed several withdrawals from their
bank accounts between September 21 and 28,
2006 for a planned vacation.

Interview with the House Manager (HM) on March
S, 2007 at 2:30 PM revealed that the Qualified
Mental Retardation Professional (QMRP) had
been working with a vacation planner and that a
trip package had been submitted and approved.
The manies specified for the vacation had been
withdrawn for payment of the vacation rental and
additional monies had been requested and
withdrawn for spending money. The vacation,
hawever, never occurred and there was no
evidenice that the clients had been afforded the
opportunity to go on an annual vacation as
recommended.

483.420(c)(6) COMMUNICATION WITH
CLIENTS, PARENTS &

The facility must notify promptly the client's
parents or guardian of any significant incidents, or
changes in the client's condition including, but not
limited to, serious iliness, accident, death, abuse,

or unauthorized absance.
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The QMRP has planned and clients have paid for
- a vacation. The vacation is to occur during the
month of April 2007. The DoDS interviewed )
clients, and those who were able to eXpress their
preferences indicated their satisfaction with the
planned trip. Two clients are being discharged
from the facility; their expenditure will be
refunded. .

‘i\zﬂw

W 148
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This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facility failed to provide evidence of the prompt
notification.of parents or guardians of significant
incidents, for three of the four clients inthe ~ -
sample (Client #1, #2, #4) and one focus client.
(Client #5) :

The finding includes:

On Mareh 7, 2007 and on March 12, 2007, the
State Agency received three incident reports
alleging neglect and verbal abuse. On March
13-14, 2007 interviews conducted with the facility
staff and with one client(#4), revealed that the
facility had failed to ensure the client's protection
from any form aof reprisal or intimidation as a
result of a complaint or grievance reported.

Interview with Client #4 on March 13, 2007
revealed she was fearful and had been spoken
too in a mean tone and threaten harm by a facility
staff ( House Manager). The client indicated that
she had voiced her concems to Direct Care Staff
#1_ Interview with direct care staff #1verified the
clients’ complaint that her rights were being
violated, however voiced that the client was not
always understood, A review of her Habitation
Record on March 14, 2007 revealed that Client #4
did not have a legal guardian or a surrogate
decision maker to assist her in decision making
and/or to file a complaint, however her mother
remains in contact ( limited) with her via
telephone calls. In addition there was no evidence
that Client #4's mother had been informed of the
this incident. According to the agency
administrator, they were unable to make contact

W 148

See responses to W104 and W125,

_.{
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Continued From page 15

This STANDARD is not met as evidenced by
Based on staff interview and record review, the
facility failed to provide evidence of the prompt

incidents, for three of the four clients in the
sample (Client #1, #2, #4) and one focus client.
(Client #5) :

The finding includes: .

On March 7, 2007 and on March 12, 2007, the
State Agency received three incident reports
alleging neglect and verbai abuse. On March
13-14, 2007 interviews conducted with the facility
staff and with one client(#4), revealed that the
facility had failed to ensure the client's protection
from any form of reprisal or intimidation as a
result of a complaint or grievance reported.

Interview with Client #4 on March 13, 2007
revealed she was fearful and had been spoken
too In @ mean tone and threaten harm by a facility
staff ( House Manager). The client indicated that
she had voiced her concerns to Direct Care Staff
#1. Interview with direct care staff #1verified the
clienis’ complaint that her rights were being
violated, however voited that the client was not
always understood. A review of her Habitation
Record on March 14, 2007 revealed that Client #4
did not have a legal guardian or a surrogate
decision maker to assist her in decision making
and/or to file a complaint, however her mother
remains in contact ( limited} with her via
telephone calls. In addition there was no evidence
that Client #4's mother had been informed of the
this incident. According to the agency
administrator, they were unable to make contact

W 148
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with Client #4's mother due to the facility having
an inaccurate telephone number. The QMRP has notificd all families and guardians
It was also determined as a result of interviews that the previous RD verbally abused the clients. 43047
with the facility's direct care staff that alleged

three additional clients (Clients #1, #2, and #5)," | - '
had been verbally abused by the house manager.
Interview.and record verification revealed that all
three clients have active family and/or legal -
guardians and there was no documented -
evidence that the facility had informed them of the |. -
aforementioned allegations of abuss.

W 149 | 483.420(d)(1) STAFF TREATMENT OF W 149" The QMRP, DoDS$, and Director of Operations
CLIENTS were unaware of the verbal abuse. The DoDS
r interviewed several of the staff who made the
The facility must develop and implement written . allegations and discovered that they had
. palicies and procedures that prehibit - mentioned concerns, if not specifics, to the
mistreatment, neglect or abuse of the client. previous Program Director. Each staff person

stated that the Program Director had confronted
the RD and given the staff accuser’s name. Staff

This STANDARD s not met as evidenced by: reported that the RD was able to plausibly deny
Based on staff interview and record review, the any abuse, and that staff who had reported were
facility failed to develop and implement its usually fired on some pretext later on. As a result
established policies to ensure the health and gfth‘l’se ’gtz’:f"e“fs’ﬂtg%(l}?:?mogﬁz’odiotecm
safety for four of the four clients in the sample. st?f?:iﬁz report“ hlsinci ot Al affh};.\lr)e boon &
(Clients #1, #2, #3 and #4). :

trained on this policy, it has been provided to
clients, and will be mailed or otherwise
transmitted to families and guardians. The

i . . Governing Body also reviewed and revised the
1. The facility failed to ensure adequate Humen Rights Policy, Grievance Policy, and

supervision (1:1) as indicated by individual Incident Management Policy, and will provide
support plans as evidenced below: ' training on each to all staff, L\ 3@47’1

The findings include:

On March 12, 2007, the facility had identified and
forwarded an incident report to the State Agency ’
that alleged that client #4 had been subjected to
verbal abuse by the facility's house manager,
which was witnessed by the two employees,
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W 149

E physical harm by the House manager, if she said

Continued From page 17

On March 13. 2006 at approximately 3:00 PM,
client#4 was interviewed to verify if she had
been verbally abused. Client #4 revealed that she
had been spoken too in 2 mean manner by the
house manager and was afraid of her. She
further stated that she had been threaten with

any thing to anyone about things going on in the
house. On March 13, 2007 around 4:15 PM, staff
were interviewed which verified the clients

statement that the house manager had interacted |

inappropriately ( verbally) with client #4. Duiing
the course of staff interviews, It was reported, that
3 additional clients had also been subjected to
inappropriate comments referencing these
residents as "Lip Tracy", "big black gorilla”, and
telling a client to "go around the corner to your
crack head mommas's house”. Staff stated that
they knew that these comments were abusive
and wrong, The staff however failed to report the
abuse as required in the agencies policy and
procedures. All direct care staff interviewed and
withessed the abuse stated that their jobs had
been threaten and felt that administration would
not support them if they reported the abuse. Staff
also stated that they had received training on
abuse and neglect and had been instructed to
decument all allegations of abuse on Unusual
incident reports. Review of the agency's policy
and procedures on Abuse and Neglect classified
that verbal abuse as a "misdemearior." Whern the
surveyars brought the aforementioned allegations
to the administrators attention on March 14, 2007
at 3:20 PM, it was acknowledge that the agency
was unaware of the other clients verbal abuse. It
was also determined that the reported allegations
were notf reported to the police. Based on the
surveyors inquiery, the facility administrator made
contact with the police to file an report on March

W 149
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14, 2007, at 3:30 PM, The administrator also
informed the surveyors that the agencies
investigation had been completed and
recommended the termination of the house
manager. The administrator also reported that
the agency's policy and procedures needed _
revisions fo include employee protection and
reporting methods for employees who have
witnessed abuse.
2. The facility failed to provide effective ,
manitoring fo ensure Client #2's health and safey.
. ‘The QMRP completed an initial investigation on
On FEbmaW.za'.2OO7' at 9:00 am. Client %2 was 'the ix?cident ofthl?: client ingesting piece%i ofa
observed sitting in the living room area with the  plastic bag. The QMRP obtained a picture of the
direct care staff and his peers. Interview with the ingested material that appears to show bite-sized
. residential manager at 10:00 a.m. revealed that pieces of black plastic, not separate black plastic
Client #2 would not be attending his day program bags as originally reported/thought. The facility’s
because he had a medical appointment. Further Incident Management Coordinator tried on several
interview with the residential manager revealed occasions to interview the two doctors who were
that Client #2 had just had abdominal surgery. | managing the client’s care when the plastic was
Interview with the Designated Nurse and the | removed from his stomach surgically. Neither
QMRP on the same day revealed that Client #2 - physician provided a comprehensive interview or
had an esophogastroduodinoscopy (EGD) as an | report. The surgeon did say that he could not tell
outpatient on January 24, 2007 and a foreign “how long the plastic had been in the client’s
body was observed in the stomach. [n an attempt | Stomach, only that it was embedded there. The
to remove the foreign body, the client aspirated, | DoDS convened a case conference to discuss the
Client #2 received emergency surgery to remove . Incident and its implications. It was determined
the foreign body. According to the operative that although the client has a history of PICA, he
repori, twelve (12) plastic bags were removed has not demonstrated the behavior for 5 years.
from the clients stomach, Further interviews with ggchl‘l’:f;}r‘;];“; i’lzc"i:;;e‘;lv:i?u}f;s:’::ﬁ:uy
;ho%ge?'g%aﬁtec' Nurse ardd?r?ll Rl: on Maﬁ? 3, be in a position to reach for and ingest plastic. A
at oot p.m. revealed that it was no nown number of scenarios were discussed among the
how the clre_nt came t9 have access fo the plastic attendecs, who included representatives from the
bags. Interview with direct care staff #1 on March facility, the DCHRP, DDS, ULS, and the Evans
5, 2006 revealed that Client #2 was capable of Monitoring office. Evidence of this meeting is
reaching abjects that he wants. Review of the available for review.
facility’s internal investigation into this matter .
failed to evidence interviews and/or possible L{Q_Q@’]
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483.420(d)(3) STAFF TREATMENT OF
CLENTS =

The facility must have evidence that all alleged -
violations are thoroughly investigated. - . . ,

This STANDARD is not met as evidenced by
Based on observation, interview and record
review the facility failed to perform a thourough
investigation into the possible causes of how
Client #2 ingested foriegn bodies.

The finding ihcludes:

On February 28, 2007, at 9:00 a.m. Client #2 was
observed sitting in the living room area with the
direct care staff and his peers. Interview with the
residential manager at 10:00 a.m. revealed that
Client #2 would not be attending his day program
because he had a medical appointment. Further
interview with the residential manager ravealed
that Client #2 had just had abdominal surgery.
Interview with the Designated Nurse and the
QMRP on the same day revealed that Client #2
had an esophogastroduodinoscopy (EGD) as an
outpatient on January 24, 2007 and a foreign
body was observed in the stomach. In an attempt
to remove the foreign body, the client aspirated.
Client #2 received emergency surgery to remove
the foreign body. According to the operative
report, twelve (12) plastic bags were remaved
from the clients stomach. Further interviews with

CARECO 11
AR WASHINGTON, DC 20018
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W 149 | Continued From page 19 . W 149
theories as to how the client came to have 12
plastic bags in his stomach.
3. The facility failed to implement its policy on the The DON has reviewed with the nurses the facility
receipt and disposition of all controlied policy on receipt and disposal of controlled :
. substances. [SeeW337) - substances. - C S ’l{ Q07
W 154 W 154

The facility Incident Management Coordinator has
reccived information from the two physicians who
had care of the client during the discovery and
removal of the foreign object in his stomach. The

| incident investigation is complete as of 4/11/07.

' See Response to W149,

4-03-09:

-
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the Designated Nurse and QMRF on March 3,
2007 at 3:00 p.m. revealed that it was not known
how the client came to have access to the plastic
bags. Interview with direct care staff #1 on March
5, 2006 revealed that Client #2 was capable of
reaching objects that he wants. Review of the
facility's internal investigation into this matter
failed to evidence Interviews and/or possible
theories as to how the client came to have 12
E plastic bags in his stomach. . _ - '
W58 | 483.430 FACILITY STAFFING W 188
The facility must ensure that specific facility The facility was inadequately staffed during the
staffing requirements are met. time of the survey, as in the discovery of incidents
of verbal abuse and allegations of shift
abandonment by both the RD and direct care staff,
This CONDITION is not met as evidenced by: the DoDS had to place full time trained staff
Based on observations, staff interviews, and members on administrative leave, and the RD had
record review, thi facility failed fo ensure that to be terminated. Further, at least one client had to
each client's active treatment program was be kept at home for recuperation, meaning staffing
Integrated, coordinated and monitored by the for the day shift had to be increased. The DoDS
Qualified Mental Retardation Professional and lt;l ; QItVIRP h:tld t(t)ic‘ym Ortlzsc];ulg:i]l; glr‘i:nhgogxlneaﬁd
(QMRP) [See W158]; and failed to ensure implement recruit actions to :
sufficient staffing and supervision to effectively train staff to help support clients while the regular
monitor clients and address their needs [See ga%ﬁgg p;g:;‘ W?Rci’)mpletelﬂ;‘”ss.d' Th.:'h e
W188]; the facility staff failed to demonstrate fa(c)i ity (}:)Iuman’ g;somca;eD‘;‘r’ccm‘r’rtz ’r‘;gn:" g
competency in implementation of Client's re-staff the facility according tp much hithf
Behavior Support Plans {See W1 %3 demand and changing population size (two clients
The effects of these systernic practices results in ?&:ﬁfﬁ?ﬁgﬁfﬁ gﬁ;‘atnh ;zzzlfge)é fohzgggs
the facility's failure to ensure the availability of an “op-call” list of trainied staff who are available
adequately trained staff to ensure the clients' to work at the home upon short notice.
health, safety, and well being. [See also W102
and W122] A -09
W 159 | 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL i
Each client's active treatment program must be
integrated, coordinated and monitored by a J
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W 159

| Professional (QMRP), failed to adequately

Continued From page 21
qualified mental retardation professional,

This STANDARD is not met as évidenced by:
Based on observation, staff interview and record
review, the facility's Qualified Mental retardation

monitor integrate and coordnnate each cllent‘
active treatment.

The ﬂndm'gs include:

1. The QMRP failed to ensure that outside
services met the needs of each client, [See
W120]

2. The QVRP failed to ensure continous active
treatment. [See W249]

3. The QMRP failed to ensure each client ' s
privacy during personal needs. [See W130]

4. The QMRP failed to ensure Client's received
timely medical services, [See W322.2]

5. The QMRP falled t6 ensure clients receive
timely dental services. [See W358]

6. The QMRP failed to ensure the availability and
maintenance of adaplive equipment [See W436]

7. The QMRP failed to ensure that an alternative
schedule was developed for clients not aftending
day programs to ensure consistent programing.
[See W250]

8. The QMRP failed to provide evidence of the
prompt notification of parents or guardians of

significant incidents, [See W148]

W 159

See response to W120.

The DoDS has and will continue to provide the
QMRP with close supervision and support to
ensure continuous active treatment is
implemented.

See response to W130.

See response to W120.

See response to W120.

The QMRP has ensured equipment is purchased,
staff are trained, and policy is implemented,
Adjustments to equipment have been requested as
propriate.

he QMRP has developed altemative schedulmg
r clients not in attendance at day programming.

e DoDS has retrained the QMRP and Incident
angement Coordinator and has trained the new
on incident notification.

LQ.Q;)M

- 2.3-en

4.22-01

3
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The QMRP and Registered Dietician retrained all
8 The QMRP failed to ensure tha Mealtime staff on food preparation and presentation for
Protocol/Guidelines for Client #2 had been ‘client #2. The DoDS mentored and demonstrated
revised to reflect changes recommeanded/ordered dining protocols for client #2 for all staff until - 07
as evidenced below: . they can assist him to eat safely. "t«ll
On February 28, 2007, at4:15 p.m. Client #2 was
observed receiving water in the livingroom area.
The fluid was thickened and presented to the
| client in a regular cup. The client was observed
to cough intermittently while receiving the liquid. _
Interview with the Qualified-Mental retardation
Professional (QMRP) on March 2, 2007 at 2:00
PM revealed that the client was on a "chopped
with ground meats" diet until he received a
Swallow Study on January 4, 2007, which
revealed that the Client had ‘moderately severe
. orepharyngeal dysphagia. The safe food textures

recommended was creamy or thick pureed. and
the safe liquid consistencies was toney. The
swallaw function report alse indicated that the
liquids should be given by spaon only.

The QMRP nor the nurse could explain why the
client did not receive his liquids via spoon as
racommended by the Speech and Language
Patholagy report. It should be noted that there
was no evidence that the Primary Care Physician
had reviewed the report. See response to W158
W 186 | 483.430(d)(1-2) DIRECT CARE STAFF W 188

The facility must provide sufficient direct care
staff to manage and supervise clients in
accordance with their individual program plans.

Direct care staff are defined as the present
on-duty staff calculated over all shifts in a 24-hour
period for each defined residential living unit,
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2. The facility failed to effectively supervise Client
#2 to ensure safey and prevent harm.
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This STANDARD is not met as evidenced by: See responses to W000, W104, W122, W130,
Based on observation, interview and record W148, W149, W154, W158, and W159
review, the facility failed to ensure consistent
one-on-one staff coverage in accordance with the
individual plan, for two clients ( Client #1 and #3)
| and failed to ensure there were sufficient care
staff to meet the needs of client #2,
The findings include:
B e o . 1. The RD had four staff assigned to the shift;
1. The facility failed to ensure consistent . clients were to remain at home due to inclement
one-on-one staff coverage in accordance with weather. The RD neglected to call in additional
their indlwdual_sugport plan_s‘, for two of the three staff to support the clients at home. She herself
clrents that reside in the facility. was supposed to report to work for the day shift (7
am until 3 pm) and did not report to the facility
' . On March 8, 2007, an unusual incident report was until about 10 am, nor did she telephone the DoDS
received alleging client neglect. Through staff or QMRP to ask for additional support. The RD
interview and record review on March 13, 2007 has been terminated as a result of substantiated
| the allegation was substantiated based on the verbal abuse and client neglect. The two staff
following; people involved have been on administrative leave
since the incident. The facility’s investigation has
On March 13, 2007, interview with the direct care cleared them due to findings during interview with |- _
staff verified that on March 7, 2007, two direct the RD. The facility is awaiting the DDS ruling on |
care staff left the facility to buy food; leaving two if and when the staff can return to work. 4.27-61
staff in the facility to care for seven clients, Three )
of the clients required 1:1 sUpervision, and one 2. Tt is not knoyvn how the client came to haw':
client required additional close supervision access to plastic bags, nor is it known when (in
secondary to a recent surgery. terms of weeks 1o years) he had ingested the
plastic. The physicians have not been able to
Interview with the facility administrator, on March - report to the fact‘llllty ;’.“ h?wbio;g th"i bafst}:]‘:"e
14, 2007 around 3:30 PM, acknowledged that the e B hent s body, only that they
facility had been initally short of staff and the staff  response to W19 '
failed to adhere to agency policy on staff spo ’ 412-07

- 3. See response to W158.
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-of reaching for objects that he wants. He is also

Continued From page 24

On February 28, 2007, at 9:00 a.m. Client #2 was
observed sitting in the living room araa with the
direct care staff and his peers. Interview with the
residential manager at 10:00 a.m. revealed that
Client #2 would not be attending his day program
because he had a medical appointment, Further .
interview with the residential manager revealed
that Client #2 had recent abdominal surgery.
Interview with the Designated Nurse and the
QMRP on the same day revealed that Client #2
went fo have an esophogastroducdinoscopy
(EGD) on an outpatient basis on January 24,
2007. A fareign body was abserved in the
stomach. In an attempt to remove the foreign
body, the client aspirated. Client #2 was received
emergency surgery to remove the foreign body,
According to the operative report, twelve (12)
plastic bags were remaved from the clients
stomach. Further interviews with the Designated
Nurse and QMRP on March 3, 2007 at 3:00 p.m.
and the on the same day revealed that it was not
known how the client came to have access to the
plastic bags. Interview with direct care staff #1 on
March §, 2006 revealed that Client #2 is capable

reportedly able {o ¢rawl on the floor. Review of
the facility's internal investigation info this matter
failed ta evidence interviews and/or possible
theories as to how the client came to have 12
plastic bags in his stomach.

3. The facility failed to ensure there were
sufficient number of direct care staff to meet
clients health care needs ( missed appointments,
court dates, etc)

Interview with the designated nurse through out
the entire survey process, revealed that several of

W 186
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the clients medical appointments as well as court
and day program meeting dates had been rnissed
due to insufficent staffing. Record reviews were
conducted the Medical Records on March 2 and
on March 3, 2007 for verification. Review of client
#2's record evidenca that he had not been able to |
.| complete audio, ENT and dental appointrments,
W 189 W 189

483.430(e)(1) STAFF TRAINING PROGRAM

The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on observation, interview and recard
review, the facility failed to ensure that each
employee was provided with initial and continuing
training-that enabled the employee to perform his
or her duties effectively, efficiently, and
competently.

The findings include:

1. The facility failed to ensure staff were
effectively trained to maintain Client #3's privacy.
(See W130)

2. The facility failed to ensure staff was trained
on Client#1's diet texture requirements. [See
Wa74)

3. The facility failed to ensure direct care staff
had received training on how to handle “threats”
at the work site.

On March 12, 2007, the facility had identified and
forwarded an incident report to the Depariment of

See response to W130.

See response to W159 #9,

- See responses to W104, W122, W125, and W149,
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Continued From page 26 .
Health , that alleged that client #4 had been
subjected to verbal abuse by the facility's house
manager, which was witnesged by the two
employees involved in the March 7, 2007 incident.

On March 13. 2006 at approximately 3:00 PM,

client #4 was interviewed to verify ff shehad © - |

been verbally abused. client ¥4 revealed that she
had been spoken too harshly by the house
Mmanager and was afraid of her. She further.
stated that she had been threaten with physical

.harm, if she said any thing to any one. On March °

13, 2007 around 4:15 PM, staff were interviewed
which verified the clients statement that the house
manager had interacted inappropriately ( verbally)
with client #4. During the course of staff
interviews, it was reported, that 3 additional
clients that reside in this facility had also been
subjected to inappropriate comments by the
house manager. Staff stated that they knew that
this was abuse and that it was wrong, however
failed to report the abuse as indicated in the
agencies policy and procedures. Each staff
stated that their jobs had been threaten and felt
that administration would not sUpport them if they
reported the abuse, Staff also stated that they
had received recent training on abuse and
neglect, client rights and incident reporting
(February 24, 2007), stating that the abuse
should have documented on an unusual incident
report, Interviews conducted with the facility
QMRP and administrator verified that the direct
care staff had received training on reporting
abuse and neglect. It was also stated that they
recognized that the agency's policy and
procedures were in need of revision, to include
employee protection and reporting methods for
employees who have withessed abuse.
483.430(e)(3) STAFF TRAINING PROGRAM

W 189

W 193 See responses to W122 and W130.
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Staff must be able to demonstrate the skills and "
techniques necessary to administer interventions
to manage the inappropriate behavior of clients.

This STANDARD is not met as evidenced by:
Based on observations, staff interviews and the
review of records, the facility staff failed to
demonstrate competency in implementation of -
Client #3's Behavior Support Pian (BSP). -

The findings include:

N Observations on February 28, 2007 at 3:00 PM
Client #3 was observed sitting on the sofa in the
: living room area. Her assigned one to one staff (
. male) was standing by.the sofa along with 3 of
N the client's housemates and 2 direct care staff.
o Client #3 was observed repeatedly to jump up
T quickly from the sofa and removing her shirt and
pants. Staff responding immediately by
redressing the Client. However the staff
redressed her in the living room in the presence
of housemates and other staff.

interview with the one to one staff revealed that

j R “disorbing" was identified as one of the Client's

L target behaviors, which is addressed in a

behavior support plan. It should also be noted
that the Client was observed not wearing

| underwear.

On March 1, 2007 at 7:15 AM, the Clients

T Habiliation Record were reviewed and a June 22,
2006 Behavior Support plan. The Plan included
procedures on how to manage the client's :
disrobing behavior. The following steps

were to be implemented: Staff should address
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disrobing by keeping client engaged in a task as
S0on as possible, When the <cliant> beging to
disrobe, staff should verbally direct her to stop. |f
disrobing continues, <client>, should be escorted
to her bedroom or to the bathroom by female staff
and verbally prompted to put her clothes back on,
Out of four eposides observed, the staff only
redirected Client #3 to the bathroom ane time,
which was done by a male staff, -
w214 483.440(c)(3)(iil) INDIVIDUAL PROGRAM RLAN W214

‘| The comprehensive functional assessment must
identify the client's specific developmental and
behavioral management needs.

This STANDARD i nhot met as evidenced by:
. Based on staff interview and record review the

* facility failed to ensure that clients are provided

assessments to support the proposed and

implemented treatments for two of the four clients

in the sample. ( Clients #1, #2, and-#3)

The findings include:

1. During the medication administration

conducted on February 28, 2007 at 6:00 AM client
#1 received medications including Depakote,
Seroquel and Buspar, According to the review of
Client#1's madical record, the client has an AXIS
| diagnoses which include Intermittant Explosive
Disorder. Further review of the client's record
revealed the aforementioned medications were
used in conjunction with a Behavior Management
Plan (BMP) to control maladaptive behaviors and
anxiety. Review of the health recors and the ISP
failed to evidence a comprehensive psychiatric
assessment to support the Axis | diagnoses and
appropriate treatment.

ORM CMS-2567(02-99) Pravioug Versions QObsolete Evant ID: JTOE 19

The QMRP will ensure that the clients with an
Axis [ diagnosis and recommendations have a
comprehensive psychiatric review.
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Interview was conducted with the Qualified Mental
Retardation Professional on March 5, 2007 to
ascertain if the client had a current psychlatnc
assessment, The QMRP indicated that she had
been assessed however was unable to evidence,

2. During the medication administration
conducted an February 28, 2007 at 6:00 AM client
#2 received medications including Risperdal and
Famotidine. - According tothe review of Client
#2's medical record, the client has an AXIS |
diagnoses which include intermittent Explosive
Disorder. Further review of the client's record
revealed the aforementioned medications were
used in conjunction with a Behavior Management
. Plan (BMP) to control maladaptive behaviors and
_ anxiety. A review of the medical record
evidenced monthly reviews of the medication and
a 2003 psychiatric assessment, howsver it was
missing pages, ( incomplete report) and failed to
evidence findings to support the AXIS | diagnoses
and recommendations.

Interview was conducted with the Qualified Mental
Retardation Professional on March §, 2007 to
ascertain if the completed report could be
obtained. At the time of the survey, the QMIRP
wag unable to prDvldl‘:‘.‘ a completed report for
review.

3. During the medication administration
conducted on February 28, 2007 at 6:00 AM client
#3 received the medication Zyprexa. According
to the review of Client #3's medical record, the
client has a AXIS | diagnoses which include
Intermittent Explosive Disorder. Further review
of the client's record revealed the aforementioned
medications were used in conjunction with a
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483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
formulated a client's individual program plar,
each client must receive a continuous active
treatment program consisting of needed
Interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan. '

This STANDARD is ot met as evidenced by:
Based on observations, interviews, and record
verification, the facility failed to demonstrated that
two. out of four clients in the sample are actively
and consistently encouraged to éngage in
learning opportunities to maintain or enhance
their skill levels. (Clients #2 and #3)

The findings include:

1. Observations on February 28, 2007 at 7:20 AM
Client #3 was observed sitting on the sofa In the
living room area. She was observed to jump up
quickly, start laughing and dropped her pants to
the floor. Staff were observed to pull her pants up
and resit her on the sofa. At 7:35 AM, Client #3
was again observed ta jump up from the sofa,
and push her pants to the floor. At this time it
was observed that she had no underwear on,

See responses to W130 and W159.

Client #3’3 primary active treatment goals are
¢ncompassed in her BSP, The QMRP has ensured
staff have been trained and retrained on the BSP,
and will mentor and monitor staff to ensure the
protocols are properly executed.

CARECO 11 _ WASHINGTON, DC 20019
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W 214 | Continued From page 30 W 214
Behavior Management Plan (BMP) to control
maladaptive behaviors. Monthly reviews of the
medication was completed., however the
habiliation record failed to evidence a
comprehensive psychiatric assessment to
support the Axis | diagnoses and appropriate
treatment. -
W 249 W 249

42307
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however staff still pulled her pants up and sat her
back on the sofa, At 7:45 AM Client #3 was
standing in frant of the sofa with no pants on.
Staff seated her on the sofa and preceded to
dress her while sitting on the sofa, As staff tried
to assist her, she attempted to bite the female
staff on her breast, It should be noted that three
other clients and 2 additional staff were observed
in the den area at the aforementioned times
indicated. . :

During evening observation At 3:00 PM, Client #3
was observed sitting on the sofa again. Her
assigned one to one staff ( male) was standing by
the sofa in the addition of three peers and two
staff close by, Client #3 was observed

. repeatedly, to jump up quickly from the sofa and

remove her shirt and her pants. Staff
immediately redressed Client #3 however failed to
ensure her right to privacy by redressing her in
the living room. Interview with the one to one
staff revealed that "disrobing" is identified as one
of Client #3's target behaviors, which is
addressed in a behavior support plan, It should |
also be noted that Client #3 was observed without
underwear and a bra on,. . .

On March 1, 2007 at 7:15 AM, a review was
conducted of the facility's Human Rights ..
Committee minuies. On September 28, 2006,
Client #3's June 22, 2006 behavier Support plan
had been reviewed and approved to include
procedures on how ta manage disrobing. The
following steps were to be implemented: Staff
should address disrobing by keeping client
engaged in a task as soon as possible, When
<client> begins to disrobe, staff should verbally
direct her ta stop. If disrobing continues, <client>
should be escorted to her bedroom or to the
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bathroom by female staff and verbally prompted
to put her cloths back on.

There was no evidence that the QURP was
ensuring that staff implemented Client #3's
behavior support as written.

2. On February 28, 2008, the house manager
indicated that Client #2 was not attending his day
program because he had recently had surgery
and had not been cleared to go back. Wheri he
was cleared to return, a meeting had to be held
priar to his return to the day program to discuss
his heeds and to determine if the day program
was able to meet them. ’

irom 9:00 AM to 2:30 PM and again on March
13-14, 2007, 9:00 to 12:00 PM, Client #2 was
observed in the living room most of the day with
intermittent engagement from the staff. The staff
was interviewed to ascertain information about an
alternative activity schedule to be utilized during
times when the client is at home. The staff
indigated that no schedule had been developed,
therefore no active treatment goals were belng -
: implemented. : ‘

W 250 | 483.440(d)(2) PROGRAM IMPLEMENTATION

Observations on February 28-March 5, 2007,

The facility must develop an active treatment
schedule'that outlines the current active treatment
program and that is readily available for review by
relevant staff. ‘

This STANDARD is not met as evidenced by:
Based on obsarvation, staff interview and record
review, the facility's QMRP failed to provide a

W 249

W 250

The QMRP has developed an altemative schedule
for times when clients are not in attendance at
their normal day activities. The QMRP will
develop a “sick day” schedule for clients who are

at home due to medical reasons and need a very ‘* ’ ;),;L"o g,

light or restful day.

Sec response to W149,
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schedule to include curmment active treatment’
programs for one of the four clients in the sample.
[Client #]

The finding includes:

On February 28, 2006, the house manager
indicated that Client #2 was not attending his day
program because he had recently had surgery
and had not been cleared to go back. When he
Wwas cleared to return,-a meeting had to be held
prior {0 his return to the day program to discuss
his needs and to determine if the day program
was able to meet them. '

Client #2 was observed in the living room most of

the day with intermittent engagdernent from the
. staff. The staff was interviewed to ascertain

Information about an alternative activity schedule
to be utilized during times when the client is at
home. The staff indicated that no schedule had
been developed nor were they implementing the
client day program objectives.

W 263 | 483,440(f)(3)(i) PROGRAM MONITORING & W 263/ See responses to W125 and W125
CHANGE - B : -

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the clientis a
minar) or legal guardian. :

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure that programs which
incorporate restrictive techniques and the use of '
medications to contral behaviors were conducted
only with the written informed consent of the client
or legal guardian for two of the four ¢lients
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included in the sample, (Clients #1 and #3)
The findings include:
1. Cross Refer to W124. There was no evidence
that written informed consent had been obtained
for restrictive intervention ysed as a partofa
Behavior Support Plan to include 1:1 and
psychotropic medications for Client #1.
3. Cross Refer to W124. There was no evidence
that written informed consent had peen obtained
for restrictive intervention used as a partofa
Behavior Support Plan to include 1:1 and
psychotropic medications for Client #3.
W 318 | 483.460 HEALTH CARE SERVICES W 318 The Director of Operations will revise the
consultants’ (pharmacy, et. al.) contracts to more
_ . The facility must ensure that specific health care specifically require timeliness of services The
services requirements are met. DON has developed current, updated HCMPs that
have personalized, 24-hour medical shift logs to
guide direct care staff in providing daily health
supports and recording information for nursing
This CONDITION is not met as evidenced by: review. A full time RN has been hired to report to
Based.on observation, interviews, and record the DON. The RN is experienced in providing
reviewed, the facility failed to establish systems to - | Services o the population, and will provide .
provide health care monitoring and identify continual supervision and training to the facility
services that would ensure health services were gghmed‘cf;“‘m nurses and d‘:he“;ﬁegt;ff' ?‘e
provided to meet the needs of the clients [Refer Soationees s“pm(’is“’“ t‘.’d " weold rain
fo W32, failed to ensure that nursing senices oo e endprovids weely rinig
| were provided in accordance with clients needs }:omlled subs‘:mg Storage and disposal ™
[Refer to W331]; failed to ensure timely dental cquipment use, and any other mursing fssue that
services to meet the client's needs [See W356]; arises. The DON provided documentation on the
failed ta ensure the facility’s nurses have a “new generation ghicometer in use at the facility.
policy/procedure to ensure quality control testing The documentation outlines quality control testing
for the glucometer [See W393); failed to ensure and procedures for the glucometer. See responses
the pharmacist reviewed drug regiments at least to W120 #2 and W124. Lt‘m.o’)
quarterly [See W362]; failed to ensure that
medications were administered in accordance to
physician's orders, [See W368]; to ensure
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#2' s medical record failed to evidence that the

The facility must provide or obtain preventive and
general medical care,

This STANDARD is not met as evidenced by:
Based on interview, and record review the facility
failed to have evidence that audiology, dental and
ENT services were randered to one of the four
clients in the sample. (Client #2) '

The finding includes:

1. Review of the Audiology section of Cliant #2 '
medical record an March 2, 2007 at 10:00 a.m_
revealed that the client had an audiology- -
appointment on January 31, 2006. Review of the
consultation sheet revealed that an examination
could not be performed on the client due to his °
combativeness. The Audiologist recommended
that the client return sedated for re-attempt at -

testing. The client had an appointment scheduled |
for May 1, 2006, however it could not be

completed due to the client ' s refusal to leave the
van. The audiologist recommended that the client
be sedated for his next visit June 13, 2006,
Further review of the audiology section of Client

client was evaluated on June 13th, hawever there
was a consultation dated December 29, 2006,
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R WASHINGTON, DC 20019
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DEFICIENCY)
W 318 | Continued From page 35 W 318
medications are administered without error [See
W369J; to maintain records of the receipt and
disposition of controlled medications [See W385].
The effects of these systemic practices resulted
in the demonstrated failure-of the fadility to
| provide-health care services. . oo
W 322 483.460(a)(3) PHYSICIAN SERVICES W 322

See response to W120, W124, W159. The
Nutritionist will provide additional clarification
d training to facility staff on client #2°s dining
rotocol. The PCP will review and approve the
dining protocol and all swallow study reports.

JFhe QMRP will contact the aud'iologist to request
2 copy of the record for the client’s last visit for
pvaluation/assessment,

Anq-01
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that reveal the same documentation as January
31, 2006. Interview with the QMRP and Nurse on
March 3, 2007, to ascertain when the clients
hearing had been Successiully evaluated,
revealed that they could not provide the evidence,
The LPN indicated that A previous administrator
had p urged the chart of heeded information,

Interview with the QMRP on March 3, 2007,
further revealed that Client #2 has a guardian for
healthcare matters. There Was no evidence that
the guardian was notified of the problems in
completing this evaluation,

It should also be noted that review of the Human
Rights committee meeting minutes for 2006,
revealed that the use of sedation had been

. reviewed and approved for this evaluation,

2. Review of the ENT section of Client #2's The QMRP will coordinate with the client’s
medical record on March 2, 2007 at 8:45 am, guardian and the human rights committee for
revealed that the client had an ENT appointment sedation, and the QMRP will coordinate with the
scheduled for Mareh 15, 2005. Although the ENT’s office and the DN to set an appointment
consult indicated that the client was agitated and and ensure that the client is sedated before
uncooperative, it was documented that the client's attempting the appointment. =~ - .
ears " appeared to have cerumen in bilateral A o

canals.” Colace eardrops was prescribed. There
was no documented evidence that the client
returned to assess the effectiveness of the drops.

._J‘,n;o’;

that the client return sedated. An October 2,
2006 consultation indicated that the client arrived
1172 hour late for his appointment and was not
sedated. Again a recommendation was made for
the client to return sedated. On December 8,
2008, the client could not be évaluated and a
recommendation for the client to return sedated

|
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was noted. ' ‘
Interview with the QMRP on March 3, 2007,
further revealed that Client #2 has a guardian for
healthcare matters. There was no evidence that
the guardian was notified by the QMRP of the
‘| identified problems in completing this evaluation.
It should also be noted that review of the Human
Rights committee meeting minutes for 2005,
revealed that the use of sedation had been
reviewed and approved for this evaluation.
3. The facility failled to ensure clients receive The QMRP has ensured that all staff have been
liquids as recommended to prevent aspiration as trained on dining protocols for the client; the
evidenced below: . DoDS has demonstrated the protocol and
) mentored individual staff to ensure that the client
. On February. 28, 2007, at4:15 p.m. Client #2 was can cat and drink safely.
observed recelving water in the livingroom area. tﬁ‘ag;()’l
The fluid was thickened and presentéd to the o
client in a regular cup. The client was ohserved

1o cough intermittently while receiving the liquid.
Interview with the Qualified Mental retardation
Professional (QMRP) on March 2, 2007 at 2:00
PM revealed that the client was on a "echopped
with ground meats" diet until he received a -
Swallow Study on-January 4, 2007, which
revealed that the Client had 'moderately severe
oropharyngeal dysphagia. The safe food textures
recommended was creamy or thick pureed. and
the safe liquid consistencies was honey. The

{ swallow function report also indicated that the
liquids should-be given by spoon only.

The QMRP nor the nurse could explain why the
client did not receive his liquids via spoon as
recommended by the Speech and Language
Pathology report. It should be noted that there
was no evidence that the Primary Care Physician
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| evidenced below:

| Cross refer to W322. The nursing staff failed to

The facility must provide ¢lients with nursing
services in accordance yvith their need;.

This STANDARD is not met as evidenced by:
Based on observation interview and record review
the facility failed to ensure the nursing services
had palicy's and procedures o ensure quality
control testing for the use of glucometers for one
of one client in the sample requiring finger sticks,
(Client #1), failed to ensure timely completion of
medical appointments for one of four clients in the
sample (Client's #2), and failed to ensure Client
#5's medical needs were met timely.

The findings include:

1. The nursing staff failed to ensure the timely
completion of medical appointments as

ensure the timely completion of audiolagy
appointments (W322.1) ENT appointments
(W322.2) and Dental appointments (W322.3)
Interview with the facility's nurse and QMRP on
March 3, 2007, at 2:30 p.m. revealed that Client
#2's behavior support plan indicated that after
three failed attempts at an appointment, the client
could be sedated, however, the nurse nor the
QMRP could verify when (historically) Client #2
had successfully completed the aforementionad
appointments. It could not be determined if the
Client #2's Audiologic, ENT or Dental status had
changed or remained the same as no historical

See responses to W120 #2 and W318.

The QMRP and DoDS met with the Psychologist
to determine the meaning of “3 failed attcmptg.”
The Psychologist discussed the need for st_:daﬁ_or_x
ot desensitization so that the client’s health cdre
needs can be managed timely. The scenario of
failed attempts was a portion of the desensitization
protocol, and had been misinterpreted. :l'he
. Psychologist revised the BSP and provided
training to the staff and the QMRP.
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WASHINGTON, DC 20019
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had reviewed the report.
W 331 | 483.460(c) NURSING SERVICES W 331
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W 331

Continued From page 39
data was available for review.

3. The nursing staff failed to ansure Client #2
received water via spoon as recommended by the
speech therapists evidenced by the following:

On February 28, 2007, at 4:15 p.m. Client #2 was
observed receiving water in tha livingroom area.
The fluid was thickened and presented to the
client in a regular cup. The client was observed
to cough intermittently while receiving the liquid.
Interview with the Qualified Mental retardation
Professional (QMRP) on March 2, 2007 at 2:00
PM revealed that the client was on a "chopped
with ground meats" diet until he received a
Swallow Study on January 4, 2007, which
revealed that the Client had 'moderately severe
oropharyngeal dysphagia. The safe food textures |-
recommended was creamy or thick pureed. and
the safe liquid consistencies was honey. The
swallow function report also indicated that the
liquids should be given by spoon only.

The QMRP nor the nurse could explain why the

| client did not receive his liquids via spoon as

| recommended by the Speech and Language -
Pathology repart. It should be noted that there
was no evidence that the Primary Care Physician
had reviewed the report. There was also no

‘| evidence that the nursing staff clarified the need
to have the liquids served via spoon.

4. The nursing staff failed to verity how much
thickener was needed for each type of liquid to
ensure the proper consistency as evidenced
below:

W 331

Sec response to 159 #9,

See response above.

i
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Qbservations at the group home on March 14,
2007, at 11:30 a.m. revealed the nurse and the
Administrator preparing to give Client #2 a can of
Ensure Plus. The nurse placed 2 scoops of
thickener in the cup, the Administrator stirred the
liquid and, as it was not the right consistency,
requested that maore thickener be placed in the
cup. it was svident that no olear guidelines were
it given to the faclility as to the proper amount of
I thickener to use fo ensure a honey thick
consistency for the ensure.-

A | Interview with the Administrator and the nurse
P acknowledged the need for clarification and
further guidance from the nutritionist, e

N 5. Interview conducted with the House Manager See response to W104
. on February 28, 2007, revealed that Client #5 was
i - recelving medical oversite from a different

G Primary Care Physician, than the other six clients
: in the facility. Client#5's sister, who is her health
care guardian {limited) reporiedly, in August,
2008, terminated the client's health care services
provided by the faciiity's PCP. The client's sister
identified anuther physician to provide health care _
services. The facility staff however, voiced
onguing concems that communication with the ) .
new PCP had been essentially non-existant, On
the day of the revisit, the direct care staff went ta
the PCP's medical office to drop off several
speciality consults documents and physican order
sheets for signature and review. The staff
returned and stated that the receptionist told them
it could take up to 10 working days for the PCP to
review, sign off and to make recommendations If
warranted. The staff returned to the facllity with
no documents or evidence of the visit.

On March 1, 2007 three sheets and forms were
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W 331 | Continued From page 41

observed in the front pocket of Client #5's Medical
Book. A notation was written on the side "Sent to
Dr. <> on 3/1/07 for review. (GYN-10/9/086,
PT-11/15/06, and Orthopedic-1/31/07), To date,
there was no evidence that the facility's new
Director of Nursing had met with Client #5's new
primary care physican to establish a relationship,
to establish a clear line of communication, to
ensure timely visits and assessments, to ensure
timely review of outside specialist reports and
recommendations and to order medications when
changes were warranted, timely.

W 356 | 483.460(g)(2) COMPREHENSIVE DENTAL
TREATMENT

The facility must ensure comprehensive dental
, treatment services that include dental care
. needed for relief of pain and infections,

restoration of teeth, and maintenance of dental
heaith.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to enstire clients receive

‘| sample. (Client #2) \
The finding includes:

On March 2, 2007, Client #2 was observed
receiving his lunch. The lunch was pureed by the
staff. The client's teeth could not be observed
during the feeding. The direct care staff was
asked if he had teeth on March 2, 2006. The
direct care staff replied yes. Review of the dental
section of Client #2 ' s medical record on March
2, 2007 at 10:45 a.m. revealed a consultation

| timely dental care for one of the four clients in the |

dated July 20, 2006 that indicated services were

W 331

W 356

See response to W 120 #2.
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W 362

-team must review the drug regimen of each élient

Continued From page 42

not rendered secondary to the pre-authorization
expiration. On November 21, 2006, the
consultation indicated that the client was not
seen_ Although there was no reason was
indicated, there was a recommendation to ™
pleasa sedate. *  On January 18, 2007, the
dental consultation report indicated that it was a
re-call examination. The client had " moderate
calculus deposits . . . patient needs scaling . . .
will submit pre-authorization. "

Interview with the QMRP and the House manager
on March 2, 2007, revealed that they rely on the
physician’s office to call and let them know when
the office received the authorization. The QMRP
acknowledged the need for a better system to
ensure dental appointments wera completed
timely,

There was no evidence that that the QMRP had
taken the necessary steps to ensure that Client
#2's dental services were being met.

483.460()(1) DRUG REGIMEN REVIEW

A pharmacist with input from the interdisciplinary
at least quarterly.

This STANDARD is not met as evidenced by:
Based on interview with the supervisory nurse
and record verification, the facility failed to
ensure that quarterly drug reviews were
conducted timely for one of the four clients in the
sample. (Client #4).

The findings include:

Interview with the nurse revealed that the

W 356

W 362

reviews are due.

e¢ response to W318. The QMRP will ensure the
Pharmacist receives timely reminders of when
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W 385

This STANDARD is not met as evidenced by:

This STANDARD is not met as evidenced by:

Continued From page 44

Based on observation, interview and record
review, the facility failed to ensure medications
were administered without error for one of the -
seven clients observed receiving medications,
(Client #8)

The finding includes: .

During the medication pass observation on
February 28, 2007, Client #5 was observed
receiving Prednisolone AC aye drops, Neo/poly
ointment to her left eye Jid, multi-vitamins,
Keppra, Paxil, Zyrtec, Risperdal and Constilose,
review of the medication administration record
and the physician orders on the same day at
8.00AM, revealed that the client should have
received Nasacort nasal spray to each nostril.
The observation'was relayed to the Designated
Nurse. The facility failed to administer
medications without errar.

483.460(1)(3) DRUG STORAGE AND
RECORDKEEPING '

The facllity must maintain records of the receipt
and disposition of all contralied drugs,

Based on observation, staff interview, and record
verification, the facility failed to maintain records
of the receipt and disposition of all controlied
drugs for one of the three clienis residing in the
sample. (Client #4 ),

The finding includes:

W 369

The DON tracks medication administration,
appointments and other nursing/medical issues
weekly. This information is used to provide
continual training to nurses and staff, and to track
| client health needs.

W 385|

See response to W318. The DON will provide
continuous training on medication administration
and weekly review of medication administration,

1
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W 362 | Continued From page 43 W 362
... | pharmacist conducts quarterly drug reviews.
Record verification on March 1, 2007 at 8:05 AM-
i revealed no drug regimen review was conducted
LI for Client #4 between October 11,2006 and |
L March 1, 2007. There was no evidence that the
drug reviews were conducted at least quarterly. e e
483.460(k)(1) DRUG ADMINISTRATION w3sss| 7 .
() ' The facility has hired a full time RN
The system for drug administration must assure Supervisor to report to the Dlref:ﬁor of
that all drugs are administered in compliance with Nursing. The RN Supervisor wi
the physician's orders. provide continual supervision and
training to the facility DN, Medication
. o Nurses and Direct Care Staff. The
This STANDARD. is not met as evidenced by: DON provides weekly tramning as
Based on observation, interview and record required on policy, medication
review, the facility failed to administer administration, and any other nursing -
medications in accordance with the physician's issues that arises. The DON submits a
orders for one of seven clients observed receiving weekly nursing report to the governing ,_\_ 1967
medications. (Client #6) ' body.
The finding includes:
During the medication péss observation on
February 28, 2007, Client #8 was observed
receiving Prednisolone AC eye drops, Neo/poly
ointment to her left eye lid, multi-vitamins,
Keppra, Paxil, Zyrtec, Risperdal and Constilose.
Review of the medication administration record
and the physician orders on the same day at 8:00
AM for verification, revealed that the client shouid
have received Nasacort nasal spray to each
nostril. The observation was relayed to the
Designated Nurse. The facility failed to
administer medications as prescribed. - ~
483.460(k)(2) DRUG ADMINISTRATION - W 369
The system for drug administration must assure
that all drugs, including those that are
self-administered, are administered without error.
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W 368 | Continued From page 44 W 369

This STANDARD is not met as avidenced by:
Based on observation, interview and record
review, the facility failed to ensure medjcations
were administered without ermor for one of the
seven clients observed receiving medications.
(Client #6)

The finding includes:

During the medication pass observation on
February 28, 2007, Client #5 was observed
receiving Prednisolone AC aye drops, Neo/poly
ointment to her left eye lid, multi-vitamins,
Keppra, Paxil, Zyrtec, Risperdal and Constilose,
review of the medication administration record
. and the physician orders on the same day at
8:00AM, revealed that the client should have
received Nasacort nasal spray to each nostril.
The observationwas relayed to the Designated
Nurse. The facility failed to administer
medications without error.
W 386 | 483.460(1)(3) DRUG STORAGE AND -W 3B5| The QMRP will request the DCHRP to complete a -
. | RECORDKEEPING S ,' - training on the receipt.and disposition of Schedule
‘ o IV drugs. : ‘ '

The facility must maintain records of the receipt |
and disposition of all controlied drugs. ‘_[

g_j_( ol

This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
verification, the facility failed to maintain records
of the receipt and disposition of all controlled
drugs for one of the three clients residing in the
sample. (Client #4 ).

The finding includes:
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The facility failed to provide evidence of the
dispasifion of the Controlled Schedule IV Drug
(phenobarbital) prescribed for Client #4 as
evidenced by:

Observation of the medication pass on February
28, 2007 at 6:00 a.m. revealed that the Licensed
Practical Nurse (LPN) administered
Phenobarbital 30mg by mouth to Glient #4.
Review of the Madication Administration Record
(MAR) and the physician orders revealed that
Client # 4 was ordered the medication for seizure
management. Interview with the Designated LPN
revealed that that the facility does maintain a
separate racord of the receipt or disposition for
the Controlled Schedule IV Drugs, that they were
told by the pharmacy that they only had to have a
. record for the Schedule Il drugs. There was no
evidence that the facility had a system to record
the receipt, disposition and monitoring of the
receipt or disposition for the Controlled Schedule
IV Drugs as required by federal regulations and
the Comprehensive Drug Abuse Prevention and
Contral Act of 1970, 21 U.S.C. 801 et seq., as
implemented by 21 CFR Part 308, .

- W 393 | 483.460(n)(1)- LABORATORY SERVICES - W3P3| S
Coe ‘ ' - | The facility will apply for the certificate of
If a facility. chooses to provide laboratory services, waiver as required by the Clinical Laboratory -
the laboratory must meet the requirements Improvement Act. The DON has provided the
specified in part 493 of this chapter.. : * | facility with a new glucometer and maniages all

control testing issues per the manufacturer. The
documentation on this equipment has been
This STANDARD is not met as evidenced by: submitted to HRA as part of a previous survey {
Based on observation, interview and record response. "\ 207
review, the facility failed to ensure it met the
requirements for performing glucose monitoring
testing for one of one clients who requires
glucose testing. (Client #1)
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W 393

“[teston client #1. . During the medication pass

| August 2006 she received the glucose three

Continued From page 46
The finding includes:

During the moming medication administration
observation an February 28, 2007 and the
evening of March 1, 2007 at 4:30 p.m. the nurse
was observed performing a fingerstick glucose

observation on March 1, 2007 at 4:10 p.m.the
nurse was observed performing a blood glucose
measurement utilizing an glucometer.Interview
and record verification on March 1, 2007,
revealed that Client #1 is diabetic and requires
insulin twice a day. Client #1 is also prescibed
4GMs of glucose by mouth for readings of 60 or
less. Interview with the facility's Designated
Nurse on the same day to ascertain what
procedures were in place to ensure quality control
of the glucometer, she indicated that there was no
policy/procedure in place and that she takes it
upon herself to perform the testing on the
machine, When asked if there was
documentation ta support her statement, she

indicated that she does not document the resulis |

anywhere. Further review of the clients medical .
record in.the old. Medication: Administration
Records section revealed that the client received
Glucose 4 GMs for finger stick readings of 60 and
below on the foflowing occasions:

June 2008, she received the glucose two times:

times;

October 20086, she recgived the glucose six
times;

November 2006, she received the Glucose two
times; and

February 2007 she received the Glucose one
time.

Review of the manufactures manual for the

W 393
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and teach clients to use and to maie informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facility failed to have availabla
adequate amounts of adaptive equipment and to
ensure that adaptive equipment is maintained for
two of the four clients in the sample (Clients #2
and #3)

The findings include:

The facility's Qualified Mental Retardation
Praofessional failed to ensure that all adaptive
equipment was obtained timely as recommended
and maintained as evidence below:

1. On February 28, 2007, Client #2 was observed

ambulating with a roller walker and the assistance

will be replaced.

The rubber tips for the back legs of the walker
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AND PLAN OF CORRECTION IDENTIFICATION NUMRER: COMPLETED
A BUILDING .
) B. WING
096171 03/14/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP GODE
4501 GRANT STREET, NE
CARECO 11 !
WASHINGTON, DC 20019
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION w5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
W 393 | Continued From page 47 W 393
glucometer revealed the recommendation to
perform control testing on the machine,
Interview with the designated nurse on March 1,
2007, at 2:00 p.m. revealed that the provider does
not have a certificate of waiver as required by
part 483 of the Clinical Laboratory impravament
Act (CLIA). - D R
kS
It should be noted that this matter was referred to
the laboratory surveyor for review on March 2,
: 2007 at 10:00 a.m.
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436
The facility must furnish, maintain in good repair,

4la2loq
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of staff. The walker was scraping the floor,
Further inspection of the walker revealed that the
back legs was missing the rubber tips_ Interviews
with the house manager and the Qualified Mental
Retardation Professional revealed that they
acknowledged the lack of rubber tips to the
walker. - S - o

2. During the morning observation on February

/| 28, 2007 at 7:35 AM, staff were observed asking

each client if they would like a cup of water,

Client #4 requested at that ime if she could have
something to drink. It was noted that all of her
peers were drinking at the time. The direct care
staff told her that she would have to wait for
something to drink because her adaptive cup was
in the dishwasher and the dishwasher was
already running. At 8:00 AM and at 8:10 AM,
Client #4 asked again for something to drink,
however, prior to her leaving the facility for her
day program, she was not ebserved receiving
anything to drink as requested. Interview with the
staff and the QMRP revealed that Client #4 only
had one adaptive cup in the facility to use.

3. Oni February 28, 2007 at 8:00 AM, Client#4

- was observed sitting in her wheelchair, Her feet -

were observed to be extending beyond the taps of
her foot rest and her body was observed _
extended out from her seating mechanism. She
was heard telling staff that she was
uncomfortable and needed to be adjusted in her
wheelchair. As staff was attem pting to re-adjust
client #4's wheelchair, by lowering the tilting
mechanism, the staff had difficulty manipulating
the'tilt lever. The staff stated that her wheelchair
was in need of repairs. ’

During program abservation at the day program

IAdditional “sippy” cups will be purchased.

Client #4°s new wheelchair has been delivered. -
The PT has trained her and staff on its use.

*(.‘zi{o ‘7_

—
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later that morning, Client #4's [feet were observed
again hanging over the top part of the foot rest. -
Client #4 expressed discomfort while sitting in
her wheelchair and asked if staff could readjust
her. The Day program staff reported that Client
#4's wheelehair did not properly fit to
accommeadate her body needs, and had ‘beenin’
need of replacement for some fime,

Interview later that afternoon with the QMRP and
the House manager revealed that a new
wheelchair has been on order for "some time.”
The requisition to order the chair, ( 719A) had
been completed and measurements for the chajr
had been taken in February 2007, and a consult
for a fitting had just oceurred recently. The house
manager produced documentation which

. indicated that the wheelchair process had been '
comleted in June 2006 (8 months ago), Review '

of the agencies "Adaptive Equipment Acquisition,
Replacement, Modification and Repair palicy”, the
entire procass from the beginning to end should
be completed within a 60 day period from the the
date the need is determined. According to the
physical therapy assessment dated Apri) 7, 2008, . L
it was determined that Clisht #4 needed anew - |
wheelchair, It further states "when there are
delays in the acquisition of the equipment within
60 days, the QMRP of Case Manager will notify -
the Clinical Services at the [government . N
monitoring agency.]* The identified interim plan
Wwill also be documented and this written notice
will be filed int he customers record, There was
no evidence of an interim plan to provide comfort
to the client while in the wheelchair,

4. According to Client #4's ISP, she is to wear

Swanson cones daily in each hand daily. Atno The QMRP will request the PT to re-assess the

. - . . and provide staff
h re surve ess did t need for the Swanson cones
time during the entire survey proc he training if they are recommended, 22101
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QMRP ensure that Client #4 was offered the
cones or observed to wear them as indicated.
9. During the enviranment abservation it was
observed that Client #7's wheelchair was in need
of repairs. Both arm rest were torn and the
: - | wheels evidenced wear and tear. .
W 448 483.470()(2)(iv) EVACUATION DRILLS W 448

On March 1, 2007, at approximately 740 AM,

| the House Manager (HM) and the Qualified
‘Mental Retardation Professional (QMRP) are

The facility must investigate alj problerns with
evacuation drills, including accidents.

This STANDARD s not met as evidenced by:
Based on interview and record verification, the
facility failed to address problems which occurred
when evacuation drills were held.

The finding includes:

review of the facility ' s fire drill evacuation
records fer the period 4/7/06 - to prasent, there
were jour fire drills ( 4/25/06, 5/26/06, 7/1 0/06,
7/26/06 that identified three clients(#3, #5 and #6

‘as combative, non-comipliant and resistive fo staff |

interventions during the fire drill.

Further review of the fire drill reports revealed that

responsible for monitoring, reviewing, identifying
problems and signing off on the fire form after
every fire evacuation drill. The aforementioned
months failed to reflect that nefther the HM nor
the QMRP reviewed, signed off and were made
aware of the potential safety risk from these
clients refusal to leave the facility during these fire
drills.  There was no evidence that the facility

The QMRP and the DoDS will train the new
Residential Director on fire drill evacuation
procedures, docurnent client behaviors during the
drill, and plan programming to assist the clients

to be cooperative during such drills. L{ 110 7
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Continued From page 51

investigated to see why the clients refused to
move during the evacuation drill,
483.480(b)(2)(ill) MEAL SERVICES

Food must be served in a form consistent with the
developmental level of the client,

This STANDARD is not met as evidenced by:
Based an observation, staff interviews and record
review, the facility failed to serve foods in a form
consistent with dietary orders for one of the four
clients in the sample (Clients #1)

The findings include:

The facility failed to ensure that Client #1 received
food in a form consistent with their prescribed
dietary needs as evidenced below:

On March 14, 2007 at 2:00 p.m. Client #1
returned to the facility with her 1:1 staff. Client 41
was observed with a toy from a restaurant,
Interview with the staff revealed that the client ate
lunch at a resturant, The staff indicated that the
client, ate chicken nuggets and franch friesand a
diet soft drink. When asked how the food was
served to the client the staff indicated they were
given in the form they are sold in the store,
Interview with the administrator and the nuree on
the same day acknowledged that Client #1 was
prescribed a chopped (dime size) 1500 calorie,
low sodium diet . Further interview with the staff
revealed that he was not aware of any special diet
or texture requirement for Client #1_

483.480(d)(3) DINING AREAS AND SERVICE

The facility must e']quip areas with tables, chairs,
ealing utensils, and dishes designed to meet the

W 448

W 474

W 484

(x5)
COMPLETION
DATE

fthe QMRP will ensure that the Registered
Dictician reviews and updates client dictary
plans, the PCP will review and approve the plans,
and the Dietician will provide training to all staff,

{ "ﬂ[(ﬂ

The QMRP will review all dining needs and
ensure that appropriate equipment in proper
quantity is in place at the facility.

%babﬂ
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developmental needs of each client.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure adequate numbers of adaptive
drinking devices was available to meet the needs
of ane of the four clients in the sample. (Client #4)

The finding includes:

On February 28, 2007 at 7:35 AM. the dirsct care
staff was observed asking each client if they
would like a cup of water, Client #4 requested at
that time if she could have something to drink. 1t

was noted that all of her peers were drinking at
' the time. The direct care staff told her that she

would have to wait for something to drink
because her adaptive cup was in the dishwasher
and the dishwasher was already running. At 8:00
AM and at 8:10 AM, Client #4 asked for
something to drink, however, prior to her leaving
the facility for her day program, she was not
receive anything to drink as requested,
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‘ The focus client for the survey was atypical in that
lﬁ:c))nol;lezg'zuryrvzeg; vzvgg?cg,nrgul\gtae ':201"’2?%,7' a her medical guardian chose to switch the client’s
. . linical t t fated with the
compliance with the Conditions of Health Care Sy, The Goversing Body equeoted DS
Sew'c_es previously determined to not be in relocate the client prior to the switch being made,
e e ey e N T
- client she remained in the facility. When
of the survey were based on observations at the cited the facility for being out of compliance with
group home and interviews with staff and clients, a Condition of Participation, DDS arranged for the
and the review of records including incident client to be accepted elsewhere prior to the facility
repotts and Administrative records. losing its certification.
Although the facility made some progress, it was
determined that the Conditions of Participation in
Health Care Servicas had not been met _
W 104 | 483.410(a)(1) GOVERNING BODY W 104 The Governing Body has contacted the PCP for
client #2 face-to-face, in writing, and via
The governing body must exercise general policy, telepl:ioniéo ",’t‘glft‘getg‘i ;‘:gii:gf)g;gg‘vﬁcrhr‘?g
d an e T i et v a Ty X accoraance wr : . ! C
budget, and operating direction over th facllity ICFs/MR. On April 6, 2007 the PCP signed the
contract, however the other required documents
. have not been provided to the facility, though
i i ; . requested. These documents include proof of
This STANDARD S not_met as evidenced by._ insurance and a health certificate. The QMRP and
Based on observations, interviews and the review the Director of Disability Services have
of re.c ords, the facility S G""_er"i’.‘g Body failed to coordinated a meeting with the client’s medical
pro‘v.nde general operating direction over the guardian, staff from DDS, and staff from another
facflity. provider who has agreed to provide residential
. \ services to her first in respite care, and then, when
The findings include: available, a different residence funded under the
1o fer o W120. The & inq Bod HCB Waiver. The client will be discharged from
. Lrass reter o - Ine Loveming Body the facility and will have moved to the respite i
failed to obtain an outside contract with Client facility by. A Ry H‘h&‘ 77
#2's designated Primary care physician to ensure o
her health care needs were met timely. _
{W 125} | 483.420(2a)(3) PROTECTION OF CLIENTS {W 1258}| The facility policy is that the QMRP will, for all
RIGHTS clients in need of a legal decision maker, submit
requests and documentation of the need to DDS
The facility must ensure the rights of all clients, f"r}ll@gal P"‘icetfsmfl- ;[;’E‘e g:memaiiﬁgsﬁfzged
ili such requests for all clien ‘ {
Therefore, the facility must allow and encourage facility who are in need of this legal protection. P‘\ 3:‘1'{‘-3 )

LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE

Ji A

TITLE

Bswt-c‘«%‘& -@/\:b;_\_"_éxah\*\t&\ Cexviers

Q?ﬁﬂ

Any deficiency statement ending with an asterlek
fol the date of survey whether or not a plan

£ 'm participation.

(*) denotes a deficiency which the institution may be excused from c
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nurging homes, the findin
of correction is provided. For nursing homes,
dey lowing the date these documents are made avallabla to the facility. If deficiencies are ci

g 1
Drrecti}“ug providing it is determined that
gs stated abave are disclosable 90 days
the above findings and plans of correction are disclosable 14
ted, an approved plan of correction is raquisite to continued
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Continued From page 1

individual clients to exercise their rights as clients
of the facility, and as citizens of the United States,
including the right to file complaints, and the right
te due process.

This STANDARD is not met as evidenced by:
Based on staff interview, and record review, the
facility failed to establish a system that would *
ensure that clients identified as unable to protect
their own rights were assessed and provided
established and legally sanctioned avenues to
protect their rights for one of the one clients
included in the investigation. (Client #1)

The finding includes:

Interview with the Residential Director/Acting
QMRP on January 18, 2007, revealed that Client
#1's had a sister who was involved in her life, but
was not her legal guardian. During a recent
hospitalization from September 26-October 12,
2006 the Dept on Disablity Services (DDS) case
manager and Client#1's attorney informed the
QMRP, that the sister no longer wanted to be
involved with the client and advised the QMRP
that any matters that needed to be handled, be
done through the client's attorney.

Review of Client #1's record during another
hospitalization from October 25-November 7,
2008 revedled that on Novernber 3, 2008, the
hospital staff suggested to Client #1's primary
care physician (PCP), that a"Do Not Rescistate"” (
DNR) needed to be established, due to the
client's fragile state. Reportedly, the DDS case
manager informed the hospital that since Client
#1 was an DDS client, a DNR erder could not be
done. The hospital noted that a phone call was

{W 126}
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made to client #1's sister to discuss this matter ,
however the sister was not available. On
November 4, 2008, the hospital noted that contact
was attermpted agaln about the code status. They
were still unable to contact the sisiter. The
hospital noted that the PCP stated that he was
unaware of Client #1's family Involvement,
however indicated that Client #1 could be made
DNR by family, guardian or courts, thata DNR
could not be made by the physiclan. The
physician did indicated that he would agree with
DNR status If her sister concurs and signed the
relegse.

i 7| Although the DNR was not established at that

’ R time, Cllent #1's health improved to where she
JJ o was discharged back to the group home in good
i status.

I Review of Client #1's psychological assessment

' dated June 26, 2008, Client #1 does not evidences
the capacity to make independent decisions on
W her behalf regarding her habilitation planning,
o treatment, placement, financia), and medical
matters due to profound mental retardation.
According to the Residential Director, the QMRP _
had requested that the Case Manager to start the
process immediately to purse guardianship for
Client #1, however there was no evidence in the
recard to determine that the facility had
established a system to ensure that legally
sanctioned advocacy was made available for
clients [dentified as incapable of comprehending
thelr treatments and the risk and benefits

o associated. ‘

AW 149} | 483.420(d)(1) STAFF TREATMENT OF

¢ CLIENTS

b The facility must develop and implement written

{W 148}

The DoDS submitted the facility healthcare
policies to the DCHRP for review and comment.
The Director of the DCHRP will return comments
to assist the facility in achieving basic assurances

ifaelon
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policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD s not met as evidenced by:
Based on staff interview and the record
verificationduring the revisit ending February 28,
2007, the facility failed to implement its policies to
manage-the health care needs for all the clients
that reside in this facility.

The findings include:

According to the facility's 2/12/07 Plan of
Correction, the Director of Disability Services {
DoDS) would coordinate by February 27, 2007.

with the Director of Nursing (DON), the QMRP
. and outside supports such as the Health
Resources Partnership to develap written health
policies, procedures and protocols and
train/mentor all facility staff to implment thern.
The DoDS would also perform weekly qualiity
assurance checks, and the agency's Quality
Assurance Department would provide monthly
monitoting to ensure that staff are well versed in
all procedures and are implimenting and
documenting them as required. At the time of the
revisit, the facility was unable to provide evidence
that health policies, procedures and protocols had
been developed and that weekly quality
assurance checks had been implemented.
According to the facility's Designated Nurse, the
health care policy and pracedures were in the
revision process.

{W 159} | 483.430(a) QUALIFIED MENTAL, {W 159}| The QMRP and DON pfwe and will contiI}ue Eo
RETARDATION PROFESSIONAL’ provide training to facility staff on each client’s
health care needs based upon current HCMPs and
ient’ j ing, individualized 24-hour medical
Each client's active treatment program must be the; accompanying, individualized
integrated, coordinated and monitored bya shift log. See response to W318 and W322. 42 QJ\D 1
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| and drink. Me indicated that he did take a hour

qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on interview, and record review, the
Qualified Mental Retardation Professional
(QMRP) failed to ensure the coordination of
services for Client #1.

The findings include:

1. Cross refer to W192. The QMRP failed to
coordinate with nursing staff to ensure that
nursing servicas were provided in accordance
with the needs Client #1.

2. Interview with Client #1's one to one staff on
the weekend of November 25, 2006 through
November, 2006, revealed that he had worked a
24 hours shift. The employee indicated that on
November 25 and 26th, 2006, he was responsible
for all of Client #1's care to include all ADL's
feeding, drinking, changing, repositioning and
active treatment. On November 25, 2008, Client
#1's health status had changed and was requiring
closer supervision due ta lethargy, refusal to eat

break from providing services, because he
needed to sleep a litle.  There was no evidence
that the QMRP had ensured that adequate
staffing and oversight of Client #1's needs were
being met.

3. Cross refer to W192. The QMRP failed to
ensure that the health care guidelines established
for Client #1, were available for staff review at all
fimes. .

Review of the facility's training records evidenced

L. The Program Director, Registered Nurse, and
Assistant QMRP/Residential Director who were
directly responsible for the day-to-day carc of
Client #1 are no longer employed by the facility.
The QMRP and the new Director of Nursing
(DON) are coordinating care through ensuring that
each client’s health care management plan is
updated timely and comprehensively, that staff are
trained when changes take place, and that both
staff and the Designated Nurse make daily use of
the 24-hour medical shift log.

2. The DoDS has completed recruit actions to
ensurc the facility has adequate staff, and that staff
are assigned to work reasonable hours as provided
by law.

3. The QMRP and DON have trained staff on
health care guidelines for clients served in the
facility, and have made them available for staff
review at all times, The 24-hour medical shift log
provides specific directives for staff to support
clients” health carc needs.

4—{1407
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that the staff had received training on 3/29/06 on
Client #1's care. The training stated in order to
support Client #1's current medical status the
staff were to do the foliowing:

a. Offer Client #1 something to drink every hour,
She should have a total of at least 8 giasses of
fluid a day. If she goes over 4 hours without
taking in any fluids, contact the designated nurse.

b. If Client #1 does not consume at least 3/4 of
each meal/shack offered to her, offer her
something different that is in her diet plan. Notify
the designated nurse if after 3 attempts at that
meal/snack time she still does note eat at least
3/4's of foods ( remember you are giving her
. other options if she refuses the food choice),

c. Notify the Designated nurse if there is any :
change in her level of activity. s

d. {fthere is no bowel movement in 2 days,
inform both the medication nurse and the
designated nurse.

Although this training had occurred on this -
protocol, there was not evidence that this protocol
was a part of the of the direct care staffs'
documentation record, “health monitoring book",
It should also be noted that Client #1's one to one
assigned staff was new to the facility (Octaber,

2006) had not received training on this protocol, A full time RN who has documented experience
"{W 318} | 483.460 HEALTH CARE SERVICES {W 318} successfully serving the population has been hired to
- feport to the DON, supervise the DN and ensure
The facility must ensure that specific health care continual training and implementation of health care
services requirements are met. upports for each client, and to provide current -
aining on signs and symptoms of illness. 4—% 017
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This CONDITION s not met as evidenced by:
Based on observation, interviews, and record
reviewed, the facility failed to establish systems fo
provide health care monitoring and identify
services that would ensure nursing services were
provided in accordance with clients needs [See
W331]; failed to ensure health services were
provided to meet the needs of the clients [Sea
W322]; the facility's nursing services failed to
ensure that all staff working with the clients has
been trained on the signs and symptoms of
illness.

The results of these systemic practices results in
the demonstrated failure of the facility to provide-
health care services.

A 2} | 483.460(a)(3) PHYSICIAN SERVICES {W 322}
- The DON met with the Designated Nurse and the
The facility must provide or obtain preventive and QMRP. The DON explained the expected review
general medical care. - and sign-off protocol to the DN and QMRP. The

DN reviews and signs each shift log daily so that

should health care concerns arise they can be (
quickly noted and addressed. 13{ 01
This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
verification during the re-visit ending February 28,
2007, the facility failed to pravide praventive and
general care for one of the one clients in the
sample. (Client #2).

The findings include: /

According to the facility's 2/12/07 Plan of
Correction, the Director of Nursing (DON) would
coordinate with the Director of Disablity Services
(DoDS) to develop and implement a 24-hour
“medical shift log". It would be individualized per
client; would required staft and nursing to check
health status; provide instructions for care; and
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W ! track food and ﬂu’in ?ntake elimation. seizures W32z} The facility has hired a full time RN supervisor to
! ! ! report to the DON, and oversee the DN,
etc. On each day_ thqre should be evidence of medication nurses, and facility staff in the
nursing commumcqtlon to_staff as well as to other provision of health care supports. The RN
health care professional as needed to ensure supervisor and the DON will provide formalized
that both routine and critical infromation on health training on the signs and symptoms of illness to all
status was thoroughly reviewed timely, and for facility staff, and will also provide individualized
appropriate action be taken, ' training and mentoring to strengthen staff skills,
) - The DON has established a system of health care
A review of each clients Health Program Record monitoring and review and communication of
was completed on February 28, 2007 for health issues between staff and nursing, and nurse-
verification. The records revealed that a shift log to-nurse. This system ensures that health services
was in each client's record. Record verification are provided to meet the needs of the clients. The
evidenced direct care staff documentating daily DON has established a protocol for the staffto
and leaving notes for the nursing staff. However, daily complete 24-hour personalized medical shift
there was no evidence at the time of verification, logs and for nursing to review and sign each day.
that-any nurse had reviewed the medical shitt log The DON also reviews weekly medical '
daily. Interview later that day with the Director of appointments and medication admunsﬁahonf and
. . Nursing revealed that the expectations of the provides a report on any problems or issues to the
- nurses were to reveiw the shift logs daily and DQDS and the D'1rec_tor of Qperau'or'ns. S'he uses
document that it was reviewe d with this djdt‘a?to provide 1mmcd.1alflz‘ training l()hnursmgd
recommendations if warranted. However when a and staff, The DQN has established monthly gran
: rounds where client health care needs and services
log was presented to the the Director of Nursing to be ided are di d d
. . provided are discussed, agreca upon,
for her n e\new: there was no evidence that a ) scheduled and staffed. The DN nurse and the new
nurse had reviewed and or documented on this RN will attend the grand rounds with the QMRP
form daily as required by Policy and Protacol. and direct care staff (where feasible and ! 1}\0 7
The DON was unable to determine who or when desireable). i
and if the shift log had been reviewed, She |
indicated that further training with the nursing staff The DON met with the Designated Nurse and the |
was warranted to ensure proper health care QMRP. The DON explained the expected review
prevention. and sign-off protocol to the DN and QMRP. The
{W 331} | 483.460(c) NURSING SERVICES {W 331}/ DN reviews and signs-each shift log daily so that
< should health care concerns arise they can be 4-(;;,(0 1
The facility must provide clients with nursing quickly noted and addressed.
services in accordance with their needs.
This STANDARD s not met as evidenced by:
Based on interview and record verification and ‘
findings at the revisit ending February 28, 2007,
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'| nurse, the Director of Nursing was in the process

required to assess and support clients' health
care status and needs were readily available. At
the time of the revisit, the facility was unable to
provide evidence that these specific protocols had
been developed. According to the Designated

of revising all health care protocols. Contact was
made with the facility's Director of Operations
later that day to infarm her of the findings of the
revisit. It was verified that a supervision protocol
was in the process of being developed and would
be forwarded.

2. Interview conducted with the House Manager
on February 28, 2007, revealed that Client #2 was
receiving medical oversite from a different
Primary Care Physician, than the other six clients
in the facility. Client #2's sister, who is her health
care guardian (limited) reportedly, in August,
2008, terminated the client's health care services
provided by the facility's PCP. The client's sister
identified another physician to pravide health care
services. The facility staff however, voiced
ongoing concerns that communication with the
new PCP had been essentially non-existant. On
the day of the revisit, the direct care staffwent to
the PCP's medical office to drop off several
speciality consults documents and physican order
sheets for signature and review. The staff

The PCP for client #2 received an additional letter
from the DoDS in March 2007, and the contract
for services was signed about 30 days later, The
medical guardian and the Governing Body have
been in agreement that client #2 should be
discharged. DDS referred client#2 to a HCB
Waiver provider approved by the gnardian. Client
#2 will be discharged from the facility by April
15, 2007.
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the facility failed to provide nursing services in
! accordance with specified client needs.
The findings include:;
" . Surveyors requested the DON to provide a copy of
Accord'_ng to the facility's 2/12/07 Plan o.f the specific protocols related to supervision for all
Correction, the facility's Director of Nursing was to Designated Nurses, The protocol was forwarded
develop a "supervision protocol” for all per the request, but has since been sent to the
Designated Nurses. This protocol was to be DCHRP for additional review and comment. 4\ d e’
develop to ensure that equipment and supplies

o
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returned and stated that the receptionist told them
it could take up to 10 working days for the PCP to
review, sign off and to make recommendations if
warranted. The staff retumed to the facility with
no documents or evidence of the vigit,

On March 1, 2007 three sheets and forms were
observed in the front pockst of Client #2's Medical
Book. A notation was written on the side "Sent to
Dr. < > on 3/1/07 for review.(GYN-10/9/06, ,
PT-11/15/08, and Orthopedio-~1/31/07). To date, -
there was no evidence that the facility's new
Director of Nursing had met with Client #2's new
primary care physican to establish a relationghip,
to establish a clear line of cormmunication, to
ensure timaly visits and assessments, to ensure
timely review of outside specialist reports and
. recommendations and to order medications when
changes were warranted, timely,

WA e e e e

Based on interview and recard review, the facility
nursing staff failed to provide nursing services in
accordance with Client #1's health needs.

The findings inclyde:

1.The facility's Register Nurse and the The previous RN is no longer with the agency. A .
| Designated nurse failed to-assessed Client #1's DON and a full time RN have been hired. TI?;
health care needs timely after a significant . DON provides supervision of the RN. The N
change had occurred in her health status, : provides close supervision of the DN and facility

staff, ensuring that clients’ health need§ are

Interviews conducted with the facility staff on continually monitored and that appropriate, timely 4{;3,3/&07
January 18 and January 22, 2007 revesled that Interventions occur.

prior to Client #1's hospitalization an November
26, 2006, she had been experiencing savere
lethargy with refusals to eat or drink and to take
her medications, for over a 24 hour period. She

fORM CMS-2567(02-99) Previus Versions Obsolete Evant ID:VezKi2 Facility ID: 09G171 If continuation sheet Page 10 of 12
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also had been running a temperature of 101.3.
Review of the records revealed that Client #1 had
been hospitalized numerous times from March to
November 28, 2006 (3/28/06, 9/26/-1 0/12/08;
10/25/06-11/07/06), due to exhibiting similar
symptoms, The RN and the Designated nurse
were aware of the sevarity of her symptoms
based on the November 6, 2006 meeting they
participated in at the hospital, however failed to
ensure that Client #1's needs were timely

assessed. Client #1's symptoms continued afiera |

24 hour pericd and only at that time, the
determination for her to be taken to the
Emergency room was made by the medication
nurse. At no time during the 24 hour period (
Novemver 25-26, 2006), did the RN or the
designated nurse come to see Client #1 or
recommend, based on the severity of her
symptoms, that 811 be called.

2. Crass refer to W192, The facility nurse failed
to effectively train staff on Client #1's health care
needs.

3. The facility nurse failed to ensure all necessary
equipment, {o assess the clients, was available at
a” ﬁmES. l

Review of the facility's 11/30/06 investigation
revealed on the onset of client #1 illness
(November 25, 2008), the nurse was unable to
measure her blood pressure. Reportedly, the
facility's stethoscope was missing. The facility
failed to have a method to ensure that all medical
equipment was available and operational,

4. There was no evidence that the facility nurses
were reviswing Client #1's Health Monitoring
Record “. Interview with the direct care staff

{W 331}
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The RN to which this finding refers is no longer
employed by the facility. The DON has developed
and delivered effective training to facility staff on
all clients’ health care needs.

The DON and new RN provide a daily check to
ensure that equipment is present and in working
order.

The “Health Monitoring Book” has been replaced
by the 24-hour medical shift log The log is
individualized and gives clear direction on
documenting fiuids intake, BMs, Tepositioning,
and meal intake; it is reviewed daily by the DN.

A«{:@(o 1
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revealed that each client in the facility has a "
Health Monitaring Record”, The staff were
responsible daily, to document on a fluid intake,
bowel movement, repositioning and meal intake
form. Review of Client #1's Health Monitoring
record failed to evidence that the RN and/or the _
Designated nurse had reviewed the data and
transferred the information into the medical
record summaries. In addition, none of the data
sheets were individualized and failed to provide
-| specific directions, such as how much fiuids were
1o be offered, how many days without a bowel
movement before notifying the nurse, ete, There
was also days that staff did not document.
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RECTION xs)

| 000

‘Incident #1

INITIAL COMMENTS 1 000

A licensure survey was conducted from February
28, 2006 to March 5, 2007. The GHMRP ‘ s
census at the time of the Survey was seven, (one
male and six females); with varying degrees of -
mental retardation. Four residents were selected
for the sample. Based on concerns regarding the
safety and health care of Resident #2 the survey
was extended. The facility's QMRP and
management staff were notified that the survey
was extended on Mareh 3, 2007 at 11-:30 a.m. In
addition, an investigation into the health care of
Resident #2 was conducted in conjunction with
the survey. The findings were based an
observations at the group home and two day
programs as well as the review of the medical
and administrative records including the unusual
incidents.

On March 8, 2007 and March 12, 2007, the
Department of Health received three additionai
incidents alleging the GHMRF's failure to protect
its residents from abuse and neglect, On March
13, 2007 the State agency determined based on
the nature of the incidents and the findings at the : :
closure of the recertication survey on March 5, .| o
2007, an extended review of the facility practices
were warranted to include these three incidents:

On March 7, 2007, Staff #1 left the GHMRP for
an unspecified period of time, leaving her
assigned 1.1 client without appropriate
supervision.

Incident #2

On March 7, 2007. Staff #2 (eft the GHMRP for
an unspecified period of time, leaving his
assigned 1:1 client without appropriate
supervision.
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Incident #3

On March 12, 2007, the group homes intemal
investigation findings revealed that Resident #4
had been verbally abused by the house manager,
which was witnessed by Staff #1 and #2.

On March 13-14, 2007 an onsite extended survey
was conducted, to include additiohal staff and
administrative interviews, observations and
record verification. Based on the interviews with
the GHNRP staffing and one resident interview
(Resident #4), the aforementioned allegations of
neglect and verbal abuse were substaniated.
Based on these finding, the provider
. administrator was notified on March 14, 2007 at
. 3:45 PM, that the GHMRP was net incompliance
with Gaverning Body and Management and
Facility Staffing.

1040/ 3502.1 MEAL SERVICE / DINING AREAS 1 040
See response to federal deficiency W474

Each GHMRP shall provide each resident with a
-nourishing, welk-balanced diet.

This Statute is not met as evidenced by:

Based on observation, interview, and record
review the GHMRP failed to serve each resident
with a nourishing, well-balanced diet.

The finding includes;

See Federal Deficiency Report Citation W474

| 052/ 3502.10 MEAL SERVICE / DINING AREAS 052
See response to federal deficiency W484.
Each GHMRP shall equip dining areas with
tables, chairs, eating utensils, and dishes

—
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1 057

designed to meet the developmental needs of
each resident. '

This Statute is not met as evidencad by-

Based on observation, interview and record
review, the facility failed to ensure that residents
owned and/or consistently utilized prescribed
adaptive equipment, for one of the four residents
in the sample. (Resident #4)

The finding includes:

During the morning observation onh February 28,
2007 at 7:35 AM, staff were observed asking
each client if they would like a cup of water.
Client #4 'requested at that time if she could have
something to drink. It was noted that a)) of her
peers were drinking at the time. The direct care
staff told her that she would have to wait for
something to drink because her adaptive cup was
in-the dishwasher and the dishwasher was
already running. At 8:00 AM and at 8:10 AM,
Client #4 asked again for something to drink,
however, prior to her leaving the facility for her
day program, she was not observed receiving
anything to drink as requested.

Interview with'the QMRP on the same day
acknowledged the need for another adaptive cup
for Client #4.

3502.15 MEAL SERVICE / DINING AREAS 1057

Menus shall be written on a weekly basis, shall
provide a variety of foods at each meal, and be
varied from week to week and adjusted for

The QMRP will request the Registered Dietician
to provide menus for all seven clients served by
the home for each day of the week. The
seasonal changes. Registered Dietician will be requested to provide

VJ amenu for portable lunches to be served to -‘(, D_:LO?
"-lealth Regulation Administration CIENE When ey areaway for-nredreat ,_J
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Continued From page 3

This Statute is not met as evidenced by:

Based on observation and interview, the GHMRP
failed to ensure that menus included a lunch meal
on & weekly basis for all seven residents in the
facility.

The finding includes:

Observations during the environmental
walk-through on March 5, 2006 at 11:21 AM
revealed the facility provided menus, however,
the menus did not include a lunch meal.
Interview with the house manager revealed that
the nutritionist has been scheduled to review the
menus to include Junch menus to utilize during
the week. Currently the funch menus available
were for Saturday and Sundays. At the time of
the survey, the facility failed to provide evidence
that menus included lunch meals on a weekly
basis. |t should also be noted that during the
survey process, Resident #2 was sent out for a
medical appbintment that extended during his
lunch time. Client #2's diet has been changed
from a bite sized to pureed diet, with thick it to be

added to his fluids. Upon their retum to the group |
‘home, the direct care staff were interviewed to

see when and how client #2 was fed. The staff
indicated that they improvised and fed him
mashed potatoes, applesauce and chocolafe -
pudding. According to his physician orders he is
to have 1B00 calories a day and an ensure
supplement at each meal, There was no
evidence that the GHMRP had ensured that when
residents have to be on medical appointments,
that their dietary needs are met to ensure their
health, safety and well being. There was alsa no
evidence that the QMRP had notified the dietitian
about these concerns.

057
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1 090| 3504.1 HOUSEKEEPING 1 090 .
’ ' The facility is secking permission from oversight
The interior and exterior of each GHMRP shal) be agencies to move clients served to a new home
maintained in a safe, clean, orderly, attractive, located in a park- like area, close to but not
and sanitary manner and be free of negatively impacted by major fhom“gh?mwe
accumulations of dirt, rubbish, and objectionable proposed new home is in excellent repair. While
! odors. awaiting permission to move, the current facility
' repairs noted in this standard will be corrected;
appliances will be cleaned, working freezer L\ \ J.Z 0’{
This Statute is not met as evidenced by: thermometers will be installed.
The findings include:
During the environmental inspection on March
59,2007 the following concerns were observed:

Bathroom

. 1. The bathroom located closest to the

: management's office was observed to have
chipped and red stained grout between the liles in
the shower. The toilet based was observed to be
loose and mabile to the touch,

2. The toilet in the large adaptive bathraom was -
observed to inoperable for two consecutive days,
The toilet tank cover did not chipped and broken -

along the edges, a potential safety risk.

3. The bathroom adjacent to-the kitchen had a
facet that was leaking (water was observed on -
top of the sink).

Kitchen '

1. One of the cabinet doors hear the refrigerator
was missing.

2. The stove and the oven were observed to be
dirty,

1 N
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Continued From page 5

3. The small freezer located in the dining reom
had inoperable temperature gauge. Evidence of
pre-melted foods that were stored in this freezer
that had to be thrown away.

Bedroom

1. All seven residents person care kits, which
stored toothbrushes, toothpaste, hygiene items
were dirty. All electric toothbrushes were
inoperable and worn. :

2. All seven residents laundry baskets were
observed busted with jagged plastic edges
exposed.

3. Resident #5's dresser had 12 exposed nails,
with pointed end protruding out, where the front
part of a drawer will missing, a potential safety

risk to both the client and the staff being injured.

4. Numerous items were observed stored in the
furnace room. (old wheelchair, boxes, window
Screens and two cans of paint) Inside the ,
farnace room there was a note posted

documenting per the fire inspector, no items were |

to be stored in the furnace room,

3607.2 POLICIES AND PROCEDURES

. The manuali shall be approved by the governing

body of the GHMRP and shall be reviewed at
least annually,

This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP governing body failed to review its
policies and procedures annually.

| 090

(161

All personal care kits will be repiaced, hygiene
items will be replaced, electric toothbrushes will
be replaced.

Laundry hampers/baskets will be replaced.
Dresser nails will be removed.

The furace room will be cleaned out.

4

The Governing Body is reviewing and revising
all of its policies. The DCHRP is assisting by
reviewing all health related policies for best
practices. The Governing Body has set a
procedure for annual review and revision (as
needed) of all policies govemning the facility.

¢| 2207
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The finding includes:
H Interview and review of the policy and precedure
manual on on March 5, 2007 failed to provide
, evidence that the agency's policy manual had
i been reviewed and approved by the governing
! annually as required. The last noted date for
review was in 2/6/06. '
1203/ 3509,3 PERSONNEL POLICIES 1203 Each supervisor will annually review each
. employee’s job description with him or her
Each supervisor shall discuss the contents of job annually, and the supervisor and tht? employee
descriptions with each employee at the beginning will sign the review certifying that it has taken
employment and at least annually thereafter, place, and that the employee understands L{ 92 (0
required duties. 7
This Statute is not met as evidenced by '
. Based on record review, the GHMRP failed to
have on file for review curent job descriptions for
all employees annually,
The finding includes:
Review of the personnel files conducted on
March 5, 2007, revealed that GHMRP failed to
provide evidence of current signed job _
descriptions for five (5) dirsct care staff (TS, NC,
ED,SF and RS). )
1206/ 3509.6 PERSONNEL POLICIES 1206 '
: ’ The QMRP will monitor the perspnnel ﬁle§
Each employee, priar to em ployment and periodically to ensure that each d1r.e:ct service
annually thereafter, shall provide a physician ' s emwployee has a current health @argﬁcggegmg )
certification that a health inventory has been he or she is free from communic - l{ 2720 ,7
performed and that the employee ' s health status
would allow him or her to perform the required
duties.
!
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This Statute is not met as evidenced by: -
Based on record review, tha GHMRP failed to
have on file for review current health certificates
for all employees annually.

The finding includes:

Review of the personnel files on March 5, 2007,
the GHMRP failed to provide current health
certification for one (1) direct care staff [ED], and
one consultant (MC).

1228 3510.5(e) STAFF TRAINING 1228
Sece response to federal deficiencies W159, '
; Each training program shall include, but not be W318, W322; W104, W130, W148, W149,
| . limited to, the following: WI158, W189, W122, W193, W369, W385,
Wa36, Wa48, Wa74.

(e) Resident’ 5 rights:;

This Statute is not met as evidenced by;

1229 3510.5(f) STAFF TRAINING : 1229

o : . See response above.
Each training program shall include, but not be :
limited to, the following:

(f) Specialty areas related to the GHMRP and the
residents to be served including, but not limited
to, behavior management, sexuality, nutrition,
recreatian, total communications, and assistive
technologies;

This Statute is not met as evidenced by
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| 246 3511.4 DIRECT CARE STAFF RATIOS {246

See response to federal deficiency W130.
The initial daily direct care staff ratios shall be
determined by the Department of Human
Services (DHS) based upon the characteristics of
the individuals proposed to be served or served
by the GHMRP as described in the Individual
Habilitation Plans-or based upon the GHMRP ' s
description of the individuals to be served.

This Statute is not met as evidenced by:

0 : 1 390 _
" gSRngIS‘:;gggESSION SERVICES: GENERAL Sec response to federal deficiency W362.

. Each resident of a GHMRP, regardless of his or
her age or degree of disability, shall receive the
. professional services required to meet his or her
needs as identified in his or her individyal
habilitation plan in accordance with the current "
Outcome Performance Measures " from the "
Council on Quality ang Leadership in Support for
People With Disabilities " (Couricil) and to the
| extent of funds appropriated for purposes of D.C.
Law 2-137, as amended.

This Statute is not met as evidenced by: .
The finding includes: . - S

Interview with the nurse revealed that the
pharmacist conducts quarterly drug reviews.

: Record verification on March 1, 2007 at 8:05 AM
: revealed no drug regimen review was conducted
for Client #4 between Qctober 11 , 2006 and
March 1, 2007, There was no evidence that the
drug reviews were conducted at least quarterly.
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3520.2(e) PROFESSION SERVICES: GENERAL
PROVISIONS i

Each GHMRP shall have available qualified
professional staff to carry out and monitor
necessary professional interventions, in
accordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not be
limited to, those services pravided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of services:

(&) Nursing;

This Statute is not met as evidenced by:
The findings include:

1. The nursing staff failed to have policy and
procedures for control testing of the glucometer
as evidenced below:

During the medication pass observation on March
1, 2007 at 4:10 p.m. the nurse was observed
performing a blood glucose measurement
utilizing an glucometer. Interview with the
facility's Designated Nurse on the same day to
ascertain what procedures were in place to
ensure quality control of the glucometer, she
indicated that there was no policy/procedure in
place and that she takes it upon herseif to
perform the testing on the machine, however she
doss not document the results anywhere.
Review of the manufactures manual revealed the
recommendaion to perform control testing on the
machine.

It should be noted that this matter was refered to

| 395
1395

See response 1o federal deficiency W393.
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the laboratory surveyor for review on March 2,
2007 at 10:00 a.m,

2. The nursing staff failad to ensure the timely
completion of medical appaitments as evidencad
below: ' See response to federal deficiency W322.

Cross refer to W322, The nursing staff failed to
ensure the timely complation of audiology
appointments (W322.1) ENT appointments
(W322.2) and Dental appointments (W322.3)
Interview with the facility's nurse and QMRP on
March 3, 2007, at 2:30 p.m. revealed that Client
#2's behavior support plan indicated that after
three failed attempts at an appointment, the client :
could be sedated, however, the nurse nor the !
. QMRP could verify when (historically) Client #2

had successfully completed the aformentioned
appointments. It could not be determined if the
Client #2's Audiologic, ENT or Dental status had
changed or remained the same as no historical
data was available for review.

3. The nursing staff failed to ensure Client #2
received water via spoon as recommended by o
the speech therapistas evidenced by the - See response above.
following:

-On March 2, 2007, at 12:30 p.m., Client #2 was
"observed receiving a pureed diet for lunch,
Interview with the Qualified Mental retardation
Professional (QMRP) on March 2, 2007 at 2:00
; PM revealed that the client was on a "chopped
with ground meats” diet until he had a Swallow
Study on January 4, 2007, which revealed that’
the Client had 'moderately severe oropharyngeal
dsyphagia. The safe food textures
recommended was creamy or thick pureed and
the safe liquid consistencies was haney. The

’ Swallow function repart also indicated that the

_—
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Continued From page 11
liquids should be given by spoon only.

It should be noted that although thickener was
added fo Client #2's liquids, he was served the
liquids through a cup. It was algo noted that
Client #2 coughed intermittently while receiving
fiuids by cup.

There was no evidence that the nursing staff
clarified the need to have the liquids served via
spoon.

4. The nursing staff failed to verify how much
thickener was needed for each type of liquid to
ensure the proper consistency as evidenced
below:

Observations at the group home on Mareh 14,
2007, at 11:30 a.m. revealed the nurse and the
Administrater preparing to give Client #2 a can of
Ensure Plus. The nurse placed 2 scoaps of
thickener in the cup, the Administrator stirred the
liquid and, as it was not the right consistency,
requested that'more thickener be placed in the

| eup. It was evident that no clear guidelines were

given to the facility as to the proper amount of
thickener to use to ensure a honey thick
consistency for the ensure,

| Interview with the Administrator and the nurse
acknowledged the neead for clarification and

further guidance from the nutritionist

3523.1 RESIDENT'S RIGHTS

Each GHMRP residence directsr shill'ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws,

I 395

[ 500

See response to federal comment W000; see
response to federal deficiencies W104, W122,
WI124, W125, W130, Wi36, W140, W148,
W149, W154, W158, W159, W186, w189,
W193, W214, W249, W263, W322, W331,
W3356, W436, W48 V7474, and W484.

N
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This Statute is not met as evidenced by:

: Based on observation, interview and record
review, the GHMRP failed to ensure the rights of
residents were observed and protected in
accordance with D.C. Law 2-137, Chapter 19,
and other applicable District and Federal Laws,

The findings include:

The GHMRP failed to ensure residents’ rights
prescribed in D.C. Law 2-137, Chapter 19 as
evidenced by the following deficiencies:

1. Section 7-1306.10 Mistreatment, neglect of

. abuse prohibited,

The facility failed to protect its residents from
harm and ta ensure their general safety and well
being.

On March 8, 2007, an unysual incident repart
was received alleging neglect. Through further .
staff interview and record review on March 13,
2007 the allegation was substantiated based on
the following:

On March 13, 2007, interview Zvﬂth the direct care
staff verified that on March 7, 2007, two direct
care staff left the facility to buy food; leaving two
staff in the facility to care for seven clients, three
of which required 1:1 supervision, and one that
required additional close supervision secondary

' to his recent surgery.

Interview with the facility administrator on March
14, 2007 around 3:30 PM acknowledged that the
facility had been initally short of staff and the two
| staffleaving failed to adhere to agency policy, J
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2. On March 12, 2007, the facility had identified
and forwarded an incident report to the
Department of Health | that alledged that
Resident #4 had been subjected to verbal abuse
by the facility's house manager, which was
witnessed by the two employees involved in the
March 7, 2007 incident.

On March 13. 2008 at approximately 3:00 PM,
Resident #4 was interviewed to verify if she had
been verbally abused, Resident #4 revealed that
she had been spoken too harshly by the house
manager and was afraid of her. She further
staled that she had been threaten with physical
harm, if she said any thing to any one. On March
13, 2007 around 4:15 PM, staff were interviewed
which verified the clients statement that the
house manager had interacted inapproprizately (
verbally) with resident #4. During the course of
staff interviews, it was reported, that 3 additional
residents that reside in this facility had also been
subjected to inappropriate comments by the

house manager to include comments referencing |

these residents as "lip tracy”, "big black gorilla®,
and "go around the comer to your crack head
moma's house”. Staff stated that they knew that
this was abuse and that it was wrong, however
failed to report the abuse as Indicated in the
agencies policy and procedures. Each staff
stated that their jobs had been threaten and felt
that administration would not support them if they
reported the abuse. Staff also stated that they
had received recent training on abuse and
neglect, client rights and incident reporting
(February 24, 2007), stating that the abuse
should have documented on an unusua| incident
report. Review of the GHMRP's policy and
procedures on Abuse and Neglect classified that
verbal abuse as a "misdemeanor.” When the
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| residential manager at 10:00 a:m. revealed that

surveyors brought the aforementioned allegations
to the adminstrators attention on March 14, 2007
at 3:20 PM, it was acknowiedgs that the agency
was aware of the other clients indentified through
their intemnal investigation efforts, however had.
not reparted the allegations to the polica. At that
time, the facility administrator made contact with
the police to file an report. The administrator also
informed the surveyors that the agencies
investigation had been completed and witht the
recommendation to terminate the house
manager, The administrator also verified that the
agency's policy and pracedures were in heead of
revision to include employee protection and
reporting methods for employees who have
withessed abuse,

3. The faciiity failed to provide effective
monitoring supervision to ensure Client #2 was
not exposed to the foreign bodies that he
Ingested.

On February 28, 2007, at 9:00 a.m. Client #2 was
observed sitting in the living room area with the
direct care staff and his peers. Interview with the

client #2 would not be attending his day program
because he had a medical appointment. further
interview with the residential manager revealed
that Client #2 had just had abdominal surgery,
Interview with the. Designated Nurse and the
QMRP on the same day revealed that Client #2
went to have an esophogastroduodinoscopy
(EGD) on an outpatient basis on January 24,
2007. A fareign body was observed in the
stomach, In an attempt to remove the foreign
body, the client aspirated. Client #2 was recaived
emergency surgery to remave the foreign body,
According to the operative report, twelve (12)
plastic bags were removed from the clicnts
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stomach, Further interviews with the Designated
Nurse and QMRP on March 3, 2007 at 3:00 p.m.
and the on the same day revealed that it was not
known how the client came to have access to the
Plastic bags, Interview with direct cara staff #1 on
March 5, 2006 revealed that Client #2 is capable
of reaching for objects that he wanis. Review of
the facility's internal investigation into this matter
failed to evidence interviews and/or possible
thearies as to how the client came to have 12
plastic bags in his stomnach,

2. The GHMRP failed to ensure the right of
Resident #2 to receive meals in accordance with
. his specially-prescribed diet.

D.C. Law 2-137, Section 6-1 S65(hH

"Each customer has the right to a nourishing...
diet, and where ordered by a physician and/or
hutritionist, ta a special diet.”

On February 28, 2007 Resident #2 was sent out
for a medical appointment that extended during |
his lunch time. Client £2's diet has been changed
from a bite sized to pureed diet, with thick it to be
added to his fluids. Upon his returp to the group )
home, the direct care staff were interviewed to : 1

| see when and how client #2 was fed. The staff
indicated that they Improvised and fed him
mashed potatoes, applesauce and chocolate
pudding. According to his physician orders heis )
ta have 1800 calories a day and an ensure
supplement at each meal. There was no
evidence that the GHMRP had ensured that when
residents have to be on medical appointments,
that their dietary needs are met to @nsure their
heaith, safety and well being. There was also no
evidenea that the QMRP had nofifiad the dietitian |
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about these concems.

3. The GHMRP failed to ensure that Resident #2 |

received dental services timely.

D.C, Law 2-137, Section 6-1965(g)

“Each customer shall have & right to prompt and
adequate medical attention for any physical
ailments. .”

Review of the dental section of Client #2's
medical record on March 2, 2007 at 10:45 a.m.
revealed a consuttation dated July 20, 2006 that
indicated services were not rendered secondary
ta the pre-authorization was expired, On
Navember 21, 2008, the consultation indicatad
that the client was not seen. No reason was
indicated, however, there was a recommendation
to " please sedate. ” On January 18, 2007, the
dental consultation report indicated that it was a
rz-call examination. The client had * moderate
caleulus deposits ™ " patient needs scaling, "
will submit pre-authorization, *

Interview with the QVIRP and the House manager
on March 2, 2007, revealed that they rely on the
physician’s office to call and let them know when
the office received the authorization far the
appointments. The QMRP acknowledged the
need for a better sysytem to ensure dental
appoiniments are completed timely.

3. The GHMRP failed to document that Resident
#1's legally-authorized surrogate health care
decision-makers (his parents) received a full
explanation of the potential risks and benefits
associated with the resident's medication
regimen, to include securing written consent from
the parents. :

D.C. Law 2-137, Section 6-1 965(h)

"All customers have a right to be free from
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unnacessary or excessive medication,..”

W125 and W263

#2, #3 and #4's

“between September 21 and 28, 20086, A

vacation rental and the rest for spending
however the trip never occurred,

should have been re-deposited into each

each client, -

residents residing in the Tacility.
D.C. Law 2-137, Section 6-1901(2)

will be suited to the needs of the person,

See Federal Deficiency Repart - Citations w124,

4. The GHMRP failed to show evidence that
Resident #1, #2 , #3 ang #4s personal funds
were spent in accordance with the plan set forth -
by the interdisciplinary team, Review of Client #1,
financial records on March 5,
2007 at 10:00 AM revealed several withdrawals
that had been deducted from their accounts

of each clients’ record revealed that a withdrawa|
for $292.50 and $100 dollars had been withdrawn
from each account, a total sum of $392. 50.

Interview with the House Manager (HM) on March
5, 2007 at2:30 PM revealed that the Qualified
Mental Retardztion Professiona {QMRP) had
been working with a vacation planner, and the
sum above had been withdrawn for payment of

Interview with
the QMRP later that afternoon confirmed that the
vacation had been cancelled and the monies -

account. At the time of the Survey, the facility was
unable to account for the $392.50 withdrawn for

S. 1. Facility staff failed to ensure resident
privacy during personal care, for one of the seven

"Secure for each resident of the District of
Columbia with mental retardation.,. habilitation as

assure that such habilitation is skillfully and
humanely provided with fulj respeact for the

review

money,

clients

and to
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